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Metandren Linguets are specially prepared to facilitate 
absorption of methyltestosterone through the oral mucosa. 
Numerous reports indicate that in the average case, dosage 
with the Metandren Linguets need be only half that with 


ingested tablets of methyltestosterone. 


Therefore, Metandren Linguets have been called “the 
most economical and also efficient way of administering 


testosterone.” 
1. Lisser, H.: Calif. & West. Med. 64: 177, 1946 
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RESEARCH IN THE SERVICE OF MEDICINE 


Kindly mention the Review when ceriting to Advertisers 


809 
\ 
ak 
| 
ae 


“thaw” 


In noncalculous cholangitis, stasis within the com- 
mon duct often underlies ascending infection. Inflam- 
mation and narrowing of the lumen fosters partial 
obstruction and accumulation of purulent matter. The 
dynamic action of Decholin Sodium and Decholin— 
hydrocholeresis—overcomes this biliary stasis. Under 


hepatic pressure copious, watery bile sluices down the 


biliary ducts like a spring thaw, carrying off pus, 
debris, mucus and stagnant bile. With drainage thus 
re-established the systemic response is improved. 

Therapy should be initiated with small, progressively 
increasing doses of Decholin Sodium given intraven- 


ously, followed by a course with Decholin tablets. 
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Decholin 


brand of dehydrocholic acid 


Tablets of 334 gr. in bottles of 25, 100, S00, and 1000. 


Decholin Sodium ™ (brand of sodium dehydrocholate) in 20% 
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OF TITRALAC, 5 40 
MILK,AND 
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Gastroenterologists have long endorsed the use 
of milk, when practicable, for its ideal acid-con- 
verting power and buffering capacity.!:? In 
a recent comprehensive paper, Aaron® and 
others*: 5° express a preference for calcium 
carbonate as the antacid to be employed. 


TITRALAC, by combining proper proportions of 
purified calcium carbonate and the amino acid 
glycine, provides an acid-converting and buffer- 
ing effect practically equivalent to that of fresh 
milk, as shown in the above chart.® Just 1 
TITRALAC tablet is equivalent to an 8-ounce 
glass of milk in antacid effect and provides 
quick and long-lasting relief from the distress- 
ing symptoms of hyperacidity. 
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formula, makes them as acceptable to patients 
as an after-dinner mint. Prescribing TITRALAC 
eliminates the probability of unfavorable reac- 
tions often associated with the taking of me- 
tallic-tasting, astringent tablets or liquids, and 
ensures adherence to the prescribed dosage. 
TITRALAC tablets are supplied in bottles of 100 
and convenient-to-carry packages of 40. 
TITRALAC powder is also available, in 4-oz. jars. 
REFERENCES 
1. Rossett, N. E., and Flexner, J.: Ann. Int. Med. 18: 193 
(1944). 2. Freezer, C. R. E.; Gibson, C. S., and Matthews, 
E.: me Hosp. Reports 78: 191 (1928). 3. Aaron, A. H.; 
Lipp, W. F., and Milch, E.: J. A. M. A. 139: 514 (Feb. 19) 
1949. 4. Kirsner, J. B., and Palmer, W. L.: Illinois M. J. 
94: 357 ( Dec.) 1948. 5. Kimball, S.: in Practice of Medicine 


(Tice). Hagerstown, Md., W. F. Prior Company, Inc., 1948; 
p. 210. 6. Special Article: M. Times 76: 10 (Jan.) 1948. 
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efficacy lies in its precise balance of the principal 
natural alkaloids of belladonna, plus its minimal con- 
tent of phenobarbital ¢ By blocking smooth mus- 
cle response to cholinergic nerve impulses, these both 
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“A most effective therapy in the relief of pain and spasm’? . . . 
“more effective than either atropine or belladonna. 
[or] the synthetic[s]'. . .“definite mitigation of pain’... 
“Donnatal...may be given over a long period of time 
without any ill-effects or habit-formation”' e These 
conclusions from controlled clinical studies on Donnatal 
are a matter of published record: they reflect the wide 
professional acceptance of this superior spasmolytic. 
Each tablet, capsule, or 5 cc. of elixir contains: 
yamine Sulfate 0.1037 mg. 
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Mounting clinical evidence continues to 
support claims as to the efficacy of 
RESINAT. The latest report on 120 patients 
treated with RESINAT, demonstrates com- 
plete symptomatic relief in 48-72 hours 
and regression of the ulcer crater in 2-4 
weeks in the majority of cases.’ 


RESINAT: 


1. Is completely: 


2. Acts as An adso@bent, 
3. Coats the mucosa. 
4. Does not: cause constipation or diarrhea. 


5. Produces ee rebound or other ob- 
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RESINAT has been called “the closest 
approach to the ideal antacid _ 


by oth bstance. 
RESINAT is available in Capsules 


1. Weiss, S., Espinal, R.B. & Weiss, J.: Thera- 
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tablet. bring relief to the patient with 
gastric distress due to hyperacidity, 

The highly adsorptive aluminum 
hydroxide and rapidly neutralizing calcium 
carbonate restore gastric pH close to 
neutral without gastrie alkalosis and acid 
rebound, These highly effective antacids are 
combined with magnesium peroxide and 
Syntropan ‘Roche’ to help maintain 
normal peristalsis. Bottles of 50, 100, 


250 and 1.000 mint-llavored tablets. 


HOFFMANN-LA ROCHE INC, ¢ NUTLEY 10 ¢ N. J. 


Syntrogel* 


Kindly mention the Review when writing to Advertisers 


S20 

é 
‘ 
: 

' 
' 
<4 
' 
‘ 
' 
' 
‘ 

\ 

' 

ite 

' 

' 
' 
H 
H 
‘ 
‘ 
‘Roche’ 
‘ 


The Review of Gastroenterology 


(INcorvoRATING THE AMERICAN JOURNAL oF GASTROENTEROLOGY ) 


VoLuME 16 NOVEMBER, 1949 __ NUMBER 1] 


A monthly journal of Gastroenterology, Proctology and Allied Subjects 


THE TERMINATION OF ‘THE COMMON BILE DUCT* + 


JULIAN A. STERLING, M.D., M.S. (SURG.) 
Philadelphia, Pa. 


INTRODUCTION 


Vater’s original description in 1720 of the common bile duct termination 
was amplified by Oddi in 1895, who advanced a more accurate description of 
the sphincteric structures. Many investigators have since reviewed the structure 
44-46 


of the distal end of the common bile duct, but it was Robson particularly who 


influenced clinicians®'** through his descriptions of the four major types of 
junction of pancreatic and common bile ducts. However, there is some confusion 
regarding the anatomical findings of the distal segments of the common bile and 
pancreatic ducts. For example, a standard text on surgical anatomy. states', 
“there is considerable variation in the modes of termination (. .. of the ducts). 
An ampulla common to both ducts opens on the duodenal mucosa at the summit 
of the duodenal papilla. The two ducts may open independently into the duo- 
denum, each on the summit of a small papilla, or in a depression . . . The common 
duct may open at the papilla and the pancreatic ducts unite with the common 
duct at a higher level.” 

The foregoing is generally acceptable’: 1% 1%. 21, 23. 28, 32, 41, 47, 49, 55, 61, 62, 
However, other texts and investigators do not agree’ 15, 16, 25, 26, 20, as, 
45, 48, 56, 50 


An example of inconsistency is that the terms “papilla” and “ampulla” are 


interchanged. Etymologic analysis indicates that an “elevation or swelling” (the 
papilla) such as a nipple, should not be confused with a “dilated end of a vessel, 


canal, or duct” (the ampulla) particularly when the former means a “mass”, and 


the latter a “space”. Hence the so-called “carcinoma of the ampulla” (or tumor 


of a space) is a misnomer” 30, 31, 33, 34, 47, 58, 69, 70. 


It is true that an “ampulla” has been described in the human embryo wherein 
the hepatic pancreatic duct joins the fused duodenum during the solidification 


*\warded First Prize and a Certificate of Merit in the National Gastroenterological Association 
1949 Prize Award Contest. 

+From the Department of Surgery, Jewish Hospital. Philadelphia 41, Pa.. and the Department 
of Anatomy, Graduate School of Medicine, University of Pennsylvania, Philadelphia 4, Pa. 
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phase but it consequently regresses**®. This embryologic “ampulla” is not found in 
the adult bile duct*. All that normally remains is a small depression in the mucosal 
septum between the terminations of the common bile and pancreatic ducts. 


The terms which are used in this report are defined as follows: 


(1) Ampulla of Vater: a dilated common channel at the termination of the 
common bile and pancreatic ducts: a dilatation in the lumen of the common bile 
duct at its distal termination. 

(2) Caruncle: the same as the “major duodenal papilla” (vide infra). 
(3) Common channel: the course of the lumen formed distal to the union 
of the common bile and pancreatic ducts. 


TABLE I 
Diamerer or Common Birk Duct 


Diameter 
(in mm.) 


(average ) 
(4) Major duodenal papilla: the swelling of the terminal portion of the 
common bile duct usually beginning at the entrance of the duct into the duodenum, 
and terminating as the “papilla of Vater”. 


(5) Minor duodenal papilla: firm elevation of the duodenal mucosa frequently 
present at the orifice of the accessory pancreatic duct. Vhis is proximal to the 
major duodenal papilla. 

(6) Orifice: the ending of the lumen of the distal termination of the pancreatic 
and/or common bile ducts: visualized as a space or a hole in the duodenal mucous 
membrane, 


(7) Papilla: same as “major duodenal papilla” (vide supra). 


(8) Papilla of Vater: elevation of mucous membrane present within the 


duodenal canal, upon whose summit the oritice of the common duct empties. 


The purpose of this study is to clarify the terminology for, and the structures 
comprising the distal segment of the common bile duct, with particular reference 
to surgical disease of the choledochus. 
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A total of eighty dissections were completed. Materials were obtained from 


the Anatomic Laboratories of the Graduate School of Medicine of the University 


of Pennsylvania, and from departments of General Surgery and Pathology of the 


Jewish Hospital, Philadelphia, Pennsylvania. 


Fig. 2b 


Fig. 2a—A ligature is placed around the pancreatic duct. The tissues of the ventral portion of the 


Fig. 


papilla are retracted by a towel clamp. A ruler parallels the course of the common bile duct. 
The wall is thick, the lumen is wide, the mucosa is smooth. in the extraduodenal segment. 

b—Sketch of “a™: the major divisions of the duct are (1) extraduodenal. (2) transduodenal, 
or intramural, (a) proximal third, (b) middle third, (¢) distal third. 


ig. 2d 
Zo—Instruments place the walls the mimon duct under tension; there is) distortion. 
\ probe in the pancreatic duct demonstrates its separate orifice. The scallopping effect: on 
the Jumen of the duct is produced by two separate groups of muscle tissue. 
In the transduodenal portion the common duct lumen is a tapering funnel, its walls are 


thick. and many mucosal reduplications, or valvules. are seen. 


d—Sketch of valvules are portraved 


in the papillary segment of the termination of the 
common bile duct 


Specimens removed for study contained the duodenum, head and neck of the 


pancreas, the adjacent peritoneal retlections, and the distal half of the hepatic 
pedicle**. “Phe common bile duct was dissected from adjacent tissues. If the com- 


mon bile duct was intrapancreatic the pancreas was incised from its duodenal 
border towards the common bile duct. The wall of the common bile duct was 
exposed as far as the duodenal serosa, at which level the proximal portion of 
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Sterlng—The Termination of the Common Bile Duct 


MUCOSAL SEPTUM 


Fig. 3d 
Fig. 3a—Papilla terminates with orifice of common bile duct above the level of the adjacent duo- 
denal mucosa. 
b—Sketch of “a”: a septum, consisting of common bile duct mucosal reduplications. exteads 
into the duodenal canal and separates the orifices of the pancreatic and common bile ducts. 
c—The termination of the ducts; the cleavage plane between papilla and duodenum; and the 
“S$” shaped course of the common bile duct through the duodenal wall fenestration are seen. 
d—Sketch of “ce”: separate orifices for common bile and pancreatic ducts empty into duodenal 
canal above the level of adjacent duodenal mucosa. 
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the major duodenal papilla was identified. Dissection was then continued to expose 
the pancreatic duct as it emerged from the head of the pancreas. The lateral walls 
of the pancreatic and common bile ducts were opened with a fine scissors through 
the papilla into the duodenum. 

Cross sections were taken in certain specimens at levels which corresponded 
to the proximal, middle, and distal portions of the intraduodenal termination of 
the major duodenal papilla and these sections were examined microscopically. 

Resubts 

A, Preliminary studies:—As a preliminary study the biliary tract was dis- 
sected in fourteen cadavers. In two specimens the common bile duct formed a 
common channel at its termination with the pancreatic duct. This common channel 
ran through the mucosa of the duodenum only. In the other twelve specimens, the 
pancreatic and common bile ducts emptied into the duodenal lumen through 
separate orifices. In no case was an “ampulla” seen. 

Examination of ten fresh specimens also failed to identify an ampulla. One 
specimen presented a common channel between the terminations of the pancreatic 
and common bile ducts. 


TABLE ITI 
Tuickness or Watt or Common Bite Duct 


Thickness 


Total: 420 0.7 (average 

Comparison of specimens which were measured before and after fixation in 
four per cent solution of formalin revealed that an error of five per cent was 
expected in measurements greater than one centimeter, and an error of less than 
ten per cent expected in measurements less than one centimeter. 

B. Dissections 1. Extraduodenal common bile duct:—Vhere were two major 
segments in the extraduodenal course of the common bile duct. The most proximal 
portion originated at the union of the common hepatic and cystic ducts, antero- 
lateral to the portal vein, within the hepatic pedicle. he distal portion, leaving 
the hepatic pedicle, passed posterior to the duodenum and frequently through the 
pancreas to enter the duodenum. It traveled in a three dimensional, long, flat 
“S” shaped curve. 

The hepatic pedicle segment of the common bile duct was located in the 
median sagittal plane and in the middle third of the right half of the body between 


the twelfth thoracic and second lumbar vertebrae. It passed through the hepatic 


pedicle in a slight posteromedial curve. The largest diameter of the common bile 
duct which was in this portion averaged six and three-tenths millimeters in forty- 
five adult specimens (lable I). The average thickness of the wall measured in 
forty-two dissections (Table I1) was found to be seven-tenths millimeters. 
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There was an abrupt change in course of the common bile duct from the 


hepatic pedicle toward the pancreas and duodenum. It went in an anteroinferior 


direction for several centimeters. When the common duct passed through the 
pancreas it was frequently somewhat narrowed. 


ORIFICE OF 
PAPILLA 
Fig. 4a 
Fig. 4a—Orifice of common bile duct is along a ridge of duodenal mucosa; equal in level to it. 
b—Sketch of “a”: one opening is apparent although two orifices exist. 

In sixteen of forty-nine cases (32.6 per cent) the distal portion of the extra- 
duodenal common bile duct was extrapancreatic throughout. In fifteen specimens, 
(30.6 per cent) the duct was totally intrapancreatic, and in the remaining eighteen 
specimens (36.8 per cent) the common bile duct was partially intrapancreatic 


(Vable III). 


‘ig. 4c Fig. 4d 
Fig. 4e—A probe in the pancreatic duct and an ureteral catheter through the common bile duct 
indicate their respective courses through the papilla. 

d—Sketch of “ec”. 

The intima of the common bile duct was smooth and greyish yellow. It was 
marked by flecks which were a fraction of a millimeter in diameter. These were the 
depressed orifices of one to four intramural glands per square centimeter of duct 
surface*®. Under the microscope the epithelial lining was seen as a layer of low 
columnar epithelial cells with keratin-like deposits and bile pigment on the surface. 
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There was a submucosal space crossed by glandular orifices and a fibrous con- 
nective tissue layer containing very little smooth muscle. The outer laver of 
epithelium contained many lymphatics and vessels. 

2. Transduodenal common bile duct—general:—Fifty specimens were 
thoroughly dissected. Of these, forty-two were incised along the lateral aspects of 


DA\Y 


iy 


Fig. 5a—A towel clamp reflects the duodenal mucosa above a semicircular ridge. In this hollow is 
i small dimple which is the orifice of the ducts. 

b—Sketch of “a”: retraction of tissues alongside the orifice of the ducts reveals two openings. 
the common bile and paicreatic ducts through the papilla into the duodenum. 
In five specimens, cross sections were cut through the termination of the duct at 
varying intervals. In two specimens, the papilla was imbedded without complete 
dissection, and then cross sections were cut. One specimen obtained from a pre- 
mature infant was subject to special limited examination (Table IIT). 


Fig. 5¢ 
Fig. 5c—Sagittal section through common duct shows the gradual decrease in diameter of the lumen 
as the duct crosses the duodenal! wall. The tip of a probe extends through the orifice of the 
pancreatic duct. 
d—Sketch of 
lhe duodenal wall was pierced along its posteromedial aspect by the com- 
mon bile duct. The location of this fenestration was in the descending portion of 
the duodenum, but the exact distance from the pylorus varied. The hiatus in the 


duodenal wall was associated with a split in the longitudinal and circular 
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fibres of the duodenal musculature. ‘The duodenal mucous membrane immediately 


overlying the termination of the common bile duct was flatter and smoother than 
elsewhere in the duodenum. 
TABLE IV 


Retationsuip or Lever or Oririce or Common Bite tro SuRROUNDING 
Mucous Memprane Duopenum 
Number Relationship 


‘Total: 

‘The thickness of the duodenal wall was measured in seventeen specimens. It 
ranged from three and two-tenths millimeters to twelve and seven-tenths milli- 
meters; the average thickness of the wall was found to be four and nine-tenths 
millimeters. 


a 
Fig. 6—Pancreatic duct joined tissues of coma 


the dwelling of the terminal portion of the 


The pancreatic and common bile ducts do n 


fied at the termination of the papilla. 
The swelling of the termination of the 
Externally, the appearance of the duct was deceptive. ‘To superficial examina- 
tion, the diameter of the duct was increased. This increase in size was found to 
be immediately distal to the site of apparent junction of the pancreatic and com- 
mon bile ducts. This enlargement of the termination of the duct gradually de- 
creased to a blunt ending within the duodenal canal. However, when the papilla 
was opened this increase in size was found to be due to the increased width of the 
wall of the common bile duct. Actually, there was a decrease in size of the lumen 
of the common bile duct as it crossed transduodenally. The lumen of the pancreatic 
duct did not alter appreciably in size as it proceeded through the wall of the 
duodenum. 
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Externally, the common bile duct transversed a straight, tangential course 
through the duodenal wall (Figure 1). After opening the duct, however, the lumen 
of the common bile duct was seen as an “S” shaped course as it crossed the duo- 
denal wall (Figures 2 and 7). 

3. Transduodenal common bile duct—the papilla:—Initial examination of the 
termination of the common bile duct was done to determine its relation to the 
adjacent duodenal mucosa (Table IV). In twenty-seven (54 per cent) the terminal 
orifice of the common bile duct was at the same level as the adjacent mucosa 
(Figure 4). In twelve instances (24 per cent) the orifice of the common duct was 
below the mucosa (Figure 5). The so-called “papilla of Vater”, then, existed in 


76 per cent of dissections. 


TABLE V 


Size or THE 


Number 


Longitudinal axis (mm.) 


Votal: 44 14.1 (average) 
B. Number Radius (mm.) 


Votal: 36 (averaue 


A single orifice was usually found on superticial examination of the intraduo- 


denal orifice of the common bile duct. However, retraction of the tissues around 
the closed bud of the papilla revealed that two openings were easily visible in 
thirty cases (Figures 3, 4. 5 and 6). In two specimens which presented a single 
orifice for the common bile duct, the pancreatic duct was replaced by a fibrous 
cord in one case: in the other it emptied through a separate orifice a few milli- 
meters away. Phe common bile duct and pancreatic duct were found to empty 
through separate orifices in thirty-two of the fifty specimens (64 per cent). In 
eighteen cases (36 per cent) a common channel was found to exist between the 


pancreatic and common bile ducts. 
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In forty-four dissections, the average length of the papilla was found to be 
fourteen and one-tenth millimeters. he radius of the wall of the papilla was 
measured at an average of three and four-tenths millimeters (Table V). 

On sagittal section, two major enlargements were found in the tissues of the 
common bile duct wall. The most proximal enlargement was due to increased 


Fig. 7a—The proximal third of transduodenal portion of common bile duct enters the duodenum at 
approximately 90 degrees. As the diameter of the Jumen decreases. and the thickness of 
the wall increases, the lumen turns slowly to parallel the axis of the duodenal canal. 


\ string has been passed through the duct. 


Fig. 7b Fig. ae 


Fig. 7b—Middle third of the transduodenal course of th mmon bile duct: the axis of the duct 
is parallel to the duodenum. 
c—Distal third of the transduodenal course of the common 
after its axis turns to enter the duodenum at approximately 
There is no ampulla. 


tissue within the wall of the duct. The distal thickening was composed of musculo- 
fibrous tissues which were closely adherent to the muscular layer of the duodenal 
wall. These two segments merged in a gentle biconcave curve (Figure 2). The 


thickest portion of the wall of the papilla was most frequently at the junction of 
the middle and proximal thirds. Histologically, the enlargement of the wall of the 
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common bile duct was due to muscular and some fibrous tissues (Cf. also Figures 
15). 

The transduodenal course of the common bile duct was in the form of a 
fattened “S” curve. The duct entered the duodenal wall at an angle slightly less 
than ninety degrees (Figure 7, a and d). Vhrough the muscular layer of the 
duodenum there was a slow curve taken by the axis of the common bile duct 
lumen which was generally parallel to the axis of the duodenal canal (Figure 4, 
b and d). At its termination in the duodenal mucosa, the duct again turned 
gently at a right angle as it emptied into the duodenum (Figure 7, ¢ and d). 
When a common channel was formed with the pancreatic duct, this union was 
observed to occur in the distal third of the course of the transduodenal common 
bile duct and usually in the mucosal or submucosal layer of the duodenum. 

TABLE VI 
Papilla was 
Length of Length of larger than 


common channel papilla common channel 
(mm.) (mm.) by (mm.) 


4 
| 


\verage: 

In eighteen of the fifty dissected specimens (36 per cent) a common channel 
was formed by union of the common bile and pancreatic ducts, as they emptied 
into the duodenum. A common channel was usually formed as the vertical limb 
of a “Y" into which both ducts emptied. The average length of the common 
channel in these cases was four and four-tenths millimeters (Table VI). 
In these cases, the average length of the papilla was fourteen and four-tenths 
millimeters. Generally, the papilla was ten millimeters longer than the common 
channel for the common bile and pancreatic ducts. Except in one specimen, the 
common channel in all cases was formed well within the muscular laver of the 
duodenal wall. In each of these there was a significant segment of the fibromuscu- 
lar tissue present in the wall of che common bile duct proximal to the formation 
of the common channel. Hence, anatomically, it was not possible for bile to 
reflux into the pancreatic duct. 

There was a change in the character of the mucosal lining of the common 


bile duct in the papilla. Vhe translucent membrane of the extraduodenal common 
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bile duct became puckered and pleated for a distance of two to four millimeters 
and longitudinal striations appeared which were continued distally. 

Within the papilla; the mucosa formed many folds and reduplications. Such 
“valvules” were present in forty-five of forty-six specimens (Figures 2 and 8). 
The appearance of the valvules was not constant® ™ 1 #459 They were generally 


STRING in p \ 
— 


ig. 7d—Sketch of photogray 
e—Sketch of photograph 

two to four millimeters long, one to two millimeters high and less than a milli- 
meter in thickness. ‘They were irregular in axis and direction; the edges of one 
fold would merge with the mid-portion, or the edge of another: often many small 
folds appeared within a larger cusp. Most frequently, the are of the valvule was 
subtended from the liver although in some cases, the cusps of the valvules were 
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Fig. 8a ‘ig. &b 
Fig. 8a—A ruler parallels the course of the opened common bile duct. A probe in the 
duct passes into a channel common to both d for a distance of 1.2 mm.: 
orifice empties into the duodenal canal 
The ll of the transduodenal common bile duct is thicker, its lumen smaller than that of 
extraduodenal common bile duct. The mucosa of the extraduodenal bile duct is smooth 
stippling produced by glandular orifices. In the transduodenal segment of 
mmon bile duct there are many valvules 
pointed in both hepatic and duodenal directions. In many cases, these valvules 
were not fused, but were freely movable within the lumen of the common duct 
so that mucosal fringes extended within the duodenal canal or into a common 
channel. On microscopy, muscular and fibrous tissues were found in the valvule 


(Figure 13). 


| 
dy 
| 
pik 
| Ir 
ag 
ae 
Tal 
We 


REVIEW OF GASTROENTEROLOGY 


4. Cross section studies:—On cross section study the two ducts were com- 
pletely separated in the proximal third of the papilla. Circumferential muscular 
and fibrous tissue totally surrounded the common bile duct; the pancreatic duct 
was loosely attached to the pericholedochal tissues by fine areolar tissue (Figure 


10). 


Fig. 9b 
Fig. Q9a—The entire specimen, in a Petri dish. has been separated at its sites of cross section. A 
catheter is passed through the common bile duct. A probe is passed ul rough the 

duct. 


Pancreat 


b—The ureteral catheter has been threaded on the most distal portion of the common duct. 
and the probe through the pancreatic duct. Fach duct empties through a separate orifice, 


Close examination reveals circular muscle surrounding the ducts 


In the medial third of the papilla, a rim of muscular and some fibrous tissue 
appeared around each duct. This sphincter was very slight around the pancreatic 
duct whereas the wall of the common bile duct more than doubled in comparison 
to the size of the extraduodenal common bile duct. The lumen of the common bile 


duct was decreased in size, whereas the pancreatic duct diameter was unchanged. 
In this segment of the intramural common bile duct, a muscular sphincter was 


PROXIMAL « 


MIDDLE « DISTAL 


Fig. 9o—Sketch indicating the differences between different levels of the termination of 

bile and pancreatic ducts. (1) Proximal: the pancreatic duct is outside the 

common bile duct. (2) Middle: the pancreatic duct and common bile duct 

within the same tissues. (3) Distal: the common bile duct lumen is smaller, the two ducts 
are contiguous. and the thickness of the surrounding tissues has decreased 


seen surrounding the pancreatic duct, and another the common duct, and stil a 
third surrounded both ducts and all muscle groups. 
More distally, the circumferential muscular tissue around each duct de- 


creased although the fibromuscular tissue around both ducts was often increased. 
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Fic. 10¢ 
Fig. L0—Sections were cut as follows: a ¢ 

duct. ¢ and d: approximately 10 
6 mm. from orifice of common bile duct 

and b—Photograph and sketch of slide. The pancreatic and common lucts are seen outside 
the duodenal wall. Each duct is separate i 1 i 
thin wall and is surrounded by pancreati 
a thicker wall, and is partly surrounded by 

and d—Photograph and sketch of slide. The ducts are in ul t all of the duodenum. Indi 
vidual groups of circular muscle surround each duc I mmon bil t has been cut 


The characteristics of each duct ar he pancreatic dt is small, thin, and has a smooth 


ind approximately min. from f common bile 


mm. from the orifice of the duct. e and approximately 


mucosa; the common bi is larwer. has a thi wall, and i ir pattern to 
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More distally only a septum of fibrous tissue with a few muscular strands separ- 
ated the two ducts (Figure 11). The quantity and distribution of muscular and 


fibrous tissue varied, although the general appearance was maintained, 


Proximal to its termination the common bile duct was nearly contiguous with 
the pancreatic duct. The layers of tissue were seen to be: (a) intima of pancreatic 
duct, (b) submucosa of pancreatic duct, (c¢) connective and muscular tissue 
septum, (d) submucosa of common bile duct, (e) inuma of common bile duct. 

TABLE. VII 
Dissecrions Presenrinc Sevarate Ortrices For Common Bite Pancreatic Ducts 


Number of Separate 
Investigator Specimens Percentage Orifices 


At the intraduodenal termination of the ducts, the muscular and connective 
} tissues had disappeared. The orifices of the ducts could be identified, although 


only a single laver of epithelial cells separated them (Figure 11). 
Phrough the entire transduodenal course of both pancreatic and common bile 
ducts, on gross, cross section, and histologic examination, there was a gradual 
narrowing of the lumen of the ducts as they proceeded distally. A dilatation of 
lumen was not observed; nor was an ampullary region identified, either in the 
TABLE VIII 

Ixcipence oF Reriux From Common Bink Deer ro Pancreatic Deer (Rapiocrarn ) 
Number of Nun ber i 


Investigator Cases 


iseard!0 (1947) 


termination of the extraduodenal portion of the common bile duct (vide supra) 
or in the intramural segment and orifice of the common bile duct within the 


duodenal canal. 
Discussion 
Including this present study a total of one thousand, two hundred and _ fifty- 
two anatomical dissections of the termination of the biliary tract have been 
reported since 1893 (Vable VII). Separate orifices were detinitely identified for 
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pancreatic and common bile ducts in three hundred and fifty-nine (28.7 per cent). 
Regardless of the technic used, a variation of from 11 per cent to 80 per cent in 
different reports indicates a major difference in definition of terms and of anatomi- 
cal locations. 

For example, in the Reinhoff study*® a common channel of three to thirteen 
millimeters in length was present in 32 per cent, and in the Mann and Giordano 
investigation*® a common channel of three to ten millimeters in depth was present 
in 20 per cent of two hundred specimens. 


= 7 


Pp 
Fig. 10h—Sketch of section 
| of “¢” 


10i—Sketch of section 


on right of “g”. 


fron 
he ducts in the duodenun 
approximately 0.5 mm. from the termination of the s in the duodenun 
arate orifice for each duct. The ducts are separated by a thin fibromuscular 
for the common bile duct 
orifice for the pancreatic duct. The irregular appearance is due to reduplications of th 
mucosa and to slightly tangential section. At this level the septum between the two duct 
is composed of the walls of the ducts 


right )—Duodenal mucosa penetrated by an orifice 


The figures presented in the two examples cited above should be revised. 
The reason for the revision is that the muscular layer of the papilla is three to 
fifteen millimeters proximal to the orifices of the common bile duct and pancreatic 
duct. Hence only a common channel which is greater than three millimeters in 
length should be considered as such. Accordingly, in the Reinhoff and Pickrell 
study, 61 per cent of specimens are found to present separate orifices, and in the 
Mann and Giordano investigation 76 per cent of the ducts open separately. 

Very careful dissections utilizing maceration technics under the microscope 
have indicated the actual rarity of the so-called ampulla (Table VII). Dardinski 


has shown that an “ampulla” can be present in no greater than eight per cent 


of individuals. This has been contirmed by many investigators** 75 76. 66, 
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Reports of the reflux of bile into the pancreatic duct should be compared 
with the incidence of the anatomic common channel. In a series of 258 cholangio- 
grams in the literature, 15.9 per cent were reported as presenting reflux (Table 
VIII). With such a low incidence of reflux it would be expected the anatomical 
dissections would reveal few specimens with a long common channel for common 


were cut as follows: a: approximately TO mm. from the orifice of the ducts 
from the orifices of the ducts. ¢: approximately 3 mm. from the 
approximately 0.5 mm. from the orifices of the ducts 
t third of papilla). 
atic duct. « right. has a smooth epithelial lining as compared with the vilh 
No appearance the reduplicated mucosa in the common bile duct. A’ septum of 


muscular tissue is seen between the ducts 
b—(Cross section through middle third of papilla). 
Phe muscular layer between the two ducts has decreased so that only a few strands of 


through the distal third of papilla). 
are contiguous. Muscular fibres are seen encircling the two ducts as if one 
t through termination of papilla). 
osa of duodenum and of ducts merges. Orifice of bile duct is the opened “U” shaped 
just to the right of the upper central portion of the section. The pancreatic duct 
orifice 1s immediately beneath but separ ited by a few layers of epithelial cells. 


bile and pancreatic ducts. Such is the case in this study. In addition, it was found 
that the length of the papilla was one centimeter greater than the length of the 
common channel. Since the common channel is shorter than the papilla, the 
muscle (sphincter of Oddi) proximal to the common channel would obviate inter- 


ductal reflux”: 
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Fig. 12a 


}2a—(Section taken through middle third of papilla in Specimen #47- low power magnification). 


Common bile duct, lower right presents many glandular elements. ‘The pancreatic duct 
is at the upper left. separated from the common bile duct by a thick muscular septum. 
b—(Sections taken through middle third of papilla in Specimen #39; low and high power 

magnifications). 


The common bile duct is inferior: glands are seen in the walls of the ducts and in the 


apilla 


Fig. I3a 
Fig. 13a—Low power magnification; middle third of papilla. 
Flat epithelium in pancreatic duct as contrasted to villous mucosal reduplications within 
mucosa of common bile duct. 
\ muscular septum is between the ducts. 
Muscular tissue ts present in the wall of each duct. 
At the black triangular mark is the base of a valvule seen at higher magnification in 13b. 
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The eventual fate of the stone in the common duct has not been accurately 
determined. Several sequellae are known: the stone can remain until it is re- 
moved at surgery; it may pass through the lumen of the common bile duct into 
the duodenum through the natural route of flow of bile; it may be fragmented 
and thus disintegrate into particles which are small enough to pass through the 
duct lumen into the duodenum; or the calculus may penetrate the wall of the 
common duct as a diverticulum or a fistula which may communicate with the 
duodenum, pancreas, retroperitoneal areas or into the peritoneum itself! ® 42 4% 


60, 6S 


13b—Section through wall of common bile duct indicating a valvule in the epithelial layer. 
Fibrous stroma containing a few muscle fibres is present within the valvule 


Based upon the observations regarding the actual size of the orifice of the 
common bile duct within the duodenum, it is not possible for a calculus which is 


larger than three millimeters in diameter to pass normally through the termination 


of the common bile duct into the duodenum. 
For the same reason, the passage of large Bakes dilators in surgical manipu- 
lation of the common bile duct is considered as unphysiologic?!. 
SUMMARY 
Studies on eighty dissections have been reported on the fundamental struc- 
ture of the termination to the common bile duct. Dissatisfaction was stated re- 
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garding the present descriptions and terms and recommendations for modifica- 
tions have been made. 

The common bile duct was found to consist of an extraduodenal, and a 
transduodenal (or intramural) segment. The extraduodenal course of the common 


bile duct was found to be in the hepatic pedicle (proximally) and retroduodenal, 
adjacent to the pancreas (distally). In one third of cases the duct was extrapan- 
creatic; in one third of cases intrapancreatic, and in one third partially imtra- 
pancreatic. An elevated caruncle marking the termination of the common bile 
duct was observed in 54 per cent of specimens. ‘This caruncle was depressed in 
24 per cent and equal to the level of the adjacent duodenal mucosa in 22 per cent. 

In preserved specimens, the widest diameter of the common bile duct was 
found to average six and three-tenths millimeters. An apparent enlargement in 
the termination of the common bile duct was found due to an increase in the 
width of the walls of the duct. This was due to the presence of a sphincter muscle. 
An ampulla or dilatation of the common bile duct was not observed. The lumen 
of the common bile duct decreased in size continuously through its transduodenal 
course, and terminated as a filamentous canal through the duodenal mucosa. 

The papilla, representing the enlargement of the wall of the termination of 
the duct, was found to average fourteen and one-tenth millimeters in length and 
three and four-tenths millimeters in thickness. Separate openings for pancreatic 
and common bile ducts were observed in thirty-two of fifty specimens. In eighteen 
specimens which presented a common channel, the average length of the papilla 
was fourteen and four-tenths millimeters, that of the common channel four and 
four-tenths millimeters. In only one case, was the common channel the same 
length as the papilla. 

CONCLUSIONS 

A. The common bile duct travels a double “S” shaped course. The proximal 
curve is extraduodenal, and the lumen of the duct in this area averages six and 
three-tenths millimeters in diameter. The distal curve within the duodenal wall 
is short. In the last few centimeters, the lumen of the duct tapers as a cone or 
funnel, finally terminating as a filamentous canal. Vhe diameter of the orifice 
in the duedenal canal averaged two millimeters. 

B. The pancreatic duct has been found to join in a common channel with 


the common bile duct in 36 per cent of cases. However, in only one of fifty speci- 


mens did this common channel form outside the duodenal wall. 
C. It was recommended that the term “ampulla” be deleted from use with 
reference to the designation of any portion of the termination of the common bile 


duct. The expanded distal portion of the common bile duct should be indicated as 
the “papilla”. Its termination within the duodenum could be indicated as the 
“caruncle” or as the “papilla of Vater”. 


The author acknowledges with thanks the fine drawings 
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which are the work of Mrs. Margaret 
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BIOVTONIC CONDITIONS OF THE COMBINED 
ANTHONY BASSLER, M-D., F.A:C.P., LL.D 
New York. N. ¥: 


In previous articles'? the acid-fermentation and putrefactive type of toxic 
intestinal conditions were described. A clear picture of these is desired to under- 
stand the so-called combined form, which is a varying combination of each of them, 
tending in prominence all the way from the acid fermentative type with a possible 
putrefaction on the one hand, to the fundamental putrefactive type on the other. 
Attention was drawn to the antagonisms between B. coli communis and other 
microorganisms, the aerobic and anaerobic conditions in the digestive tract were 
described, and the various clinical conditions most commonly seen in each of the 
two types Were presented. 

The infant is born with a sterile intestinal canal which shows the presence of 
microorganisms within a few days time after birth. The bacteriology for the first 
year of life is relatively simple consisting mostly of B. bifidus and B. acidophilus. 
As age advances and the foods become more mixed, bacterial additions occur, and 
the diplococei, B. coli, spore bearing organisms, clostridium welchit and others 
gradually make their appearance. In a few weeks time the bacteriology becomes 
mixed and in adult life myriads of organisms are present and about one-third of 
the stools consists of solid weight of microorganisms. In senescence the mixtures 
of microorganisms tend to simplify again, especially if the foods eaten are of the 
simpler types. 

It is assumed that three factors influence the kinds and balancing of organisms. 
First, is the transmitting of hereditary factors that influence an accomplishment 
of immunity production in the individual. At birth antibodies that pass through 
the placental membrane from the mother, perhaps added to by the clostrum in 
the early days of suckling, give immunities, which ts the reason for the absence 
of infective disorders in the first year or so of life. These immunities then disap- 
pear and must be replaced by those of acquired kinds. No doubt the largest source 
of immunity production in a general way comes from the intestinal canal. In proper 
immunological production such immunities become passive in time in this way 
serving as a protection to the individual. Immunity production is not’ simply 
accomplished by toxins affecting the tissues of the body. Antibodies must be 
produced and it is in the body content of these that resistance to infections and 


toxic effects from them is mainly contained. There are persons who, for hereditary 


reasons, lack the abilities in their tissues to combat infections and are always more 
or less subject to them. Because of some shortage in the wherewithal for immunity 
production, such persons do not acquire the degrees of passive immunity necessary 
for bacterial resistances. ‘Vhis, then, is an hereditary affair. In addition to those 
general in the body, are the antitoxic factors contained in the bowel wall and the 
conjugating factors to toxins contained in various tissues in the body, mainly the 
peritoneum and the liver. A’ person, short in immunity production, would be 
susceptible to inimical organisms that gain entrance into the intestinal tract. These, 
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made worse by the character of certain foods, could have established an inimical 


bacteriology which would be continued and be independent of foods with the 
production eventually of a chronic biotoxic gut state. Most of the biotoxic intestinal 
conditions start early in life, and are diagnosable in the teens, but because of the 


vitality of youth, clinical symptoms do not manifest themselves until later in life. 

As has been mentioned in a previous article, desquamation of the living cells 
of the digestive tract is frequently seen in this form also. Every epithelial cell of 
the digestive tract doubtless possesses a high capacity for reproduction. This 
power, however, is limited and if the cells be injured by too many demands upon 
them, they may, after a time, fail to reproduce normally. When these cells are of 
the superficial type replacements may never occur, and in the more extensive and 
long continued processes the cells lining the follicles are also shed. In this instance 
the cells of the cecum onward into the transverse colon may have entirely dis- 
appeared and cells further on may be in various states of degeneration and des- 
quamation. Manifestly such a state of destruction with its endless microscopic 
secondary pathologies in blood vessels, nerves and cell infiltration of the bowel 
wall (the author has noted 29 different types), is largely an irreparable condition 
in which the resistances of cells to the absorption of toxic products is lost. Usually 
here nature tries to stay the process by increasing the mucus that is adherent to 
the gut surface but even this does not prevent bacteria from getting into the free 
peritoneal cavity to be scattered throughout the body by way of the blood stream 
or the recepticulum chyli. No doubt many so-called focal infections occur in 
these ways. Under normai conditions the author has confirmed the observation that 
in up to six per cent of persons, bacteria are cultivatable from the blood stream 
even in health. One has only to mention the many body factors that operate in 
enhancing ways in this connection, such as inanition, fatigue, the lowering of 
bactericidal powers of the leucocytes, the deficiencies of enzymes, and the conju- 
gating factors on both toxins and bacteria. 

The association of these two types of toxic decompositions is common. The 
cases that tend to belong to the acid-fermentative form with putrefaction, in which 
the anaerobes are high and vet marked putrefaction exists, has been mentioned 
in the first article’ on this subject. In this combined type we deal with three factors 
for symptom production. 1. The absorption of acid fermentation products. 2. The 


absorption of the putrefactive factors, and 3, an engrafted secondary infection with 
the absorption of their toxic products. It is very probable that it is the latter of 


these that makes so prominent the downward course of these cases. 


PATIENT 
The symptoms are represented in those already mentioned in connection with 
the fermentation acid and putrefactive forms apply here except that they appear 


earlier in life than middle age and usually become pronounced in a short time. In 
the nervous svstem the whole tendency ts downward and from year to year the 


patient becomes a little less robust and less capable of rapid recuperation under 
favorable hygenic conditions. In marked states, after ten or fifteen years, the 


patient has lost so much strength as to be unable to attend to ordinary business 
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or to do so only without great effort. A period of carefully regulated living, free 
from anxieties may be followed by a considerable degree of improvement, but this 
improvement is slow and not lasting. Periods of depression may be quite deep, 
and may require sanitaria handling. Anemia is constant. In the young, loss of 
weight and power is seen and chronic parenchymatous changes in important 
organs occur early in life. These people do “not make old bones”, some form of 
lethal illness shortening their lives Every form of functional nervous disorder is 
seen, and depending upon which form predominates, the symptoms and conditions 
are varied. These have already been listed. It is, however, in this form that dis- 
turbances in the digestive tract are the most commonly complained of, and these 
comprise an array in which a below par standard is characteristic (gastric atony, 
deficient gastric exiting, carbohydrate and fat intolerange, small intestine puddling, 
colonic stasis, dilatations of the colon, diverticula, a continued state of colon irrita- 
tion, etc.). These have been treated for years by gastroenterologists and internists 
under deficient types of diagnoses and drugs, which are notably deficient in 
handling the fundamental error. By the study of phagings in sugar bouillon and 
peptone-bouillon tubes under aerobic, and anaerobic conditions, with or without 
the addition of calcium carbonate, one can usually get a good idea of the dominant 
flora in this form. It is in the combined form that streptococeal, staphlococeal, 
positive diplococeal, B. protens, B. alkaligens, B. pyoscyanus, B. putrificus with 
different escherichia organisms are important factors to suggest the bases of 
biologic treatments. The estimation of different gases (hydrogen, marsh gas, etc.,) 
or the sulphur products (indol, skatol, ete.) serves no primary purpose of interest 
as they do in diagnosing the other forms. Sometimes the picture is high Gram 
positive, the anaerobic cultures definite in persistent anaerobic organisms and yet 
the phagings are essentially negative. At other times the differential picture and 
culture observations are more like that seen in the straight acid fermentative or 
putrefactive case. More than these, the laboratory findings change from day to 
day largely being influenced by the character of food ingested during the 36 hours 
before the stool is passed. It is in this type that the test diet ts absolutely essential 
both for stool and urine specimens for diagnosis, and even with this the diagnosis 
is often far from easy and often requires considerable study. This is because two 
opposite conditions are combined and, even with phaging and microorganism 
separation, deductions for the diagnosis is difficult although they are important 
to secure the side organisms for vaccine production. As has been stated, the 
bacteriology in the combined type is a wild affair in which all of the spore bearing 
anaerobes are present (clos. welchil, clos. putrificum, clos, sporogens, clos. tetani) 
combined with the most toxic types of the coliform organisms. While the character- 
istic gas fermentative and putrefactive stool is rarely seen and the stool may be 
quite normal looking, usually it is alkaline and but very rarely acid in reaction 
and always most fetid in a putrefactive sense, 

Of the two methods of examination for diagnosis of stool and urine, that of 
the urine is best for a quick suggestion of diagnosis. It must, however, represent 
that obtained with the patient on the test diet. The full examination of the urine 
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should be engaged in and the most worthwhile tests for diagnosis are those usually 
employed for indican determination. ‘The one | would recommend is a test tube 
(best a centrifuge test tube), add one or two ce. of chloroform, about four cc. of 
urine, four cc. of hydrochloric acid and a few drops of hydrogen peroxide. This is 
shaken vigorously and allowed to stand for a few minutes. The tndican that repre- 
sents mostly the index of putrefaction will be contained in the chloroform, The 
fluid above it contains a substance which we will call “urorosine” which is a 
product of fermentative carbohydrate breakdown and gives to this fluid a pink or 
rose color. The presence of indican and urorosine in definite amounts presents an 
idea of the degree of toxemia. A definite Rosenbach reaction also serves to good 


purpose. The phenol test of the blood may be employed. 
‘TREATMEN1 
In addition to the anaerobes and the escherichia, various other organisms are 
important in the combined form, It is in this type that intestinal microorganisms 
run rife and are met with in the largest amounts. If the anaerobes are high and 
persist in the phagings, the short-lived type of B. coli by rectal instillations may 
be tried and often meets with distinct success. If the infection is fundamentally that 
of B. coli of the persistent pathogenic forms (which usually are highly hemolytic 
and may be designated as B. coli hemolyticus) their use in subcutaneous vaccine 
need not be tried. The instillation cultures used should not be grown longer than 
twenty-four hours before use. The more persistent pathogenic forms, whether by 
rectum or by vaccine, often do more harm than good. Judgment of procedures 
here are far from easy, always a matter of trial, and often of disappointment. Yet 
some striking results from this measure alone are often seen. ‘The importance 
is, however, in the gaining of knowledge of the more unusually seen organisms. 
These require considerable subcultural studies for identification and because, to 
a considerable extent, these are required for vaccine administration. 

An organism of importance here ts the staphlococcus albus, which ordinarily 
is not recoverable from normal stools, although the citreous may be. Being 
recovered, it is well to use it alone or to include it in a vaccine with other organ- 
isms. It is difficult to estimate the value of its use substantially but I have seen 
it disappear from the stools in treatment with apparent benefit. 

All forms of streptococci may be met with in both the hemolytic and non- 
hemolytic forms. The most common are the pyogenes and viridans. In the absence 
of diarrheal histories in these more chronic forms it is difficult to estimate their 
importance. Personally [ feel they represent more a secondary or an added infec- 
tion to the other organisms, and thus are of little importance in toxin production 
and vaccine sense. Ordinarily they are not present in the normal bowel and when 
introduced by mouth are usually destroyed in the upper part of the tract. Where 
they persist in stool specimens, one should look to the mouth, throat or nasal 
sinuses for their source. Then, too, unlike the staphlococci, their use in vaccines 
is generally not efficient. To attempt to control them in any permanent way by 
the use of sulfa drugs or penicillin is also quite a waste of time and effort. 
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The organisms of the salmonella group need not concern us. ‘Vhey usually 
cause only acute febrile conditions. The same is true of the dysentery group of 
bacilli. Mention has been made of the highly pathogenic B. coli, against which, in 
these bowel cases, agglutination reaction cannot be depended upon. ‘The B. fecalis 
alcaligenes (which may be found in large numbers in cases of enteric fever) is an 
organism of significance in this toxic question. It is frequently found in man’s 
intestine and ordinarily seems to do no harm. However, it is a marked alkaline 
producer and in symbioses with other organisms may be a factor of significance 
and if distinctly met with should be incorporated in the vaccine. The same may 
be said of organisms of the protens group, especially the vulgaris form. The 
organisms mentioned may be employed as vaccines. Their separation from the 


mixed bacteriology of stools requires considerable laboratory procedure. 


Foop 

It is in this combined condition that one realizes how little is known about the 
influence of different classes of food upon the nature of the microorganisms in the 
digestive tract. It must be evident that this is not only of great biological interest, 
but would also serve many indications of a practical sort for the use of different 
types of foods in pathological conditions. Many diets, especially those of the fad 
sorts, have no biologic, chemical or proper pathological bases, and so-called stand- 
ard types of diets for this or that disease and disorder are not of as much practical 
value as would be desired. There is no doubt, though, that large quantities of 
protein foods increase the anaerobes and tend to increase putrefaction, and con- 
versely, that large quantities of carbohydrates and fats tend to increase acid-fer- 
mentative conditions. In these combined types all of these food elements are 
unfavorably attacked, and unless one type of putrefactive or fermentative pre- 
dominates so as to permit diet selection, dieting is far from a simple matter. There 
is, however, one fundamental that can always be banked upon and that ts that 
the individual, whatever the foods taken, does not partake of more food substances 
than is absolutely necessary to maintain body nutrition. For this according to 
age, character of physical work and whether male or female, the diets should best 
be arranged on a caloric basis, and care taken that weight loss does not occur. 
Judged from the average of these patients practically all are engaged in excessive 
intake of food, and unless same side indication is called for, such as obesity, 
anemia, etc.. When modification may be in order, foods just enough to maintain 
nutrition is the best rule. Excess intake of foods is difficult to control and many are 
surprised how little foods they can live on without loss of weight and. strength. 
Vhe caloric value settled upon, the diet may be arranged according to the foods 
one ordinarily eats and the amounts of each of them specified. In the arranging 
of such a diet no sharp restrictions on any one kind of food serves a useful purpose. 


The main thing is the amounts of food of any kind that is partaken. However, 


not more protein foods than is represented in ninety grams of total proteins a day 
should be allowed. 
The use of cooked foods goes a long way toward securing conditions of 


sterility within the stomach. The large content of bacteria in milk of the lactic 
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acid types does not produce any harm, but fresh milk often contains many patho- 
genic bacteria and thus, unless the sources can be depended upon, it should be 
boiled or pasteurized. Vhe only cheese allowed is cream cheese (Philadelphia, pot 
cheese). Uncooked foods should be peeled or thoroughly washed. It is best that 
only freshly cooked foods be allowed and no foods partaken of that have been 
standing in the ice box—even overnight. The mouth should be washed before or 
after meals and the dentures cleaned. 

Every effort should be made to bring about a quick digestion by*such means 
as would bring about restoration of normal gastric and pancreatic secretions. Rest 
after meals is important, and fatigue brought about by mental, emotional and 
sexual matters controlled. Rest from work of a taxing character 1s important. 
More thorough mastication of foods or cutting them fine is important. 
Pepper, mustard, condiments and salt should be controlled. It is obvious that 
excessive quantities of food taken at one time would diminish reduction and 
reabsorption from the small intestine and diminish the amount of residue for 
bacteria to act upon in the colon. When the patient complains of the small amounts 
of foods allowed, an interval feeding may be permitted but this should consist of 
Huid or semi-fluid substances having a low caloric value. Depending upon whether 
the acid fermentative or putrefactive process predominates, allowances may be 
made accordingly but this is only of limited value. 

The daily routine of these patients should be definitely scheduled. More than 
the usual eight hours sleep in 24 hours should be encouraged, vet there should 
be plenty of outdoor exercise, freedom from mental strains, at least two warm 
baths a week, protection from taking cold, regular meals, etc. Possible allergies, 
especially those to foods should receive attention. 

Drucs 

In the presence of constipation no drugs should be used. The diet should be 
roughened by high cellulose and hemicellulose foods and extra drinking of water 
encouraged. A combination of granulated agar or ground psyllium seeds (450 
grams), beta lactose (90 grams) and Vitamin B-complex, (International Vitamin 
Co.). (30 grams) may be taken in heaping teaspoonful doses in a tumbler of 
prune juice once or twice a day. There are commercial products on the market that 
are good substitutes for this. An occasional low enema, glycerine suppository, or 
a vegetable oil put into the rectum at bedtime may be useful. One or two moderate 
sized doses of oleum ricint a week, often serves to helpful purpose. Tablets of 


dioxide of manganese, very small doses of calomel or beta naphthol may help in 


keeping the degrees of toxemia down. Any of the food products containing lactose 
may be used, and lactose (baby) sugar, or maltose should be used for sweetening 
instead of succrose. If any of the saprophytes are high, enemas of Zavelle water, 
four to eight cc. Ina liter of water seems effective. 
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IMPROVED ESOPHAGOSCOPY 
A. RAY HUFFORD. M.D., 
Grand Rapids, Mich. 


One of the most useful diagnostic procedures for the determination of the 
significance and importance of symptoms and signs of esophageal distress and 
dysfunction is by esophagoscopy. 

By choice and by necessity, the physician in the general practice of medicine 
is frequently called on to care for patients who have pain or dysfunction of the 
esophagus and stomach. Certain diagnostic procedures are necessary to determine 
the cause of the physical disability. The importance of direct visualization of the 
esophageal lumen can hardly be over-emphasized when the clinical and roentgen 
findings are suspicious of disease. 

Grave errors in diagnosis can frequently be avoided by the aid of a suitable 
esophagoscope. While esophagoscopy has been practiced many years, its use 
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Fig. I—Component parts of csophagoscope. 


has been limited to a relatively few highly trained endoscopists, who through 


experience have mastered the art of passing the conventional open-end esophago- 


scope with a minimum of danger, and who are sufficiently apt at diagnosing 
lesions seen in a small distant field. 

It became apparent to me a few vears ago that if the science and art of 
esophagoscopy were to advance in keeping with the present trend of medical 
knowledge and go beyond the age of medieval medicine, it would be necessary to 
make some radical changes in the instruments, or modify the present type suf- 
ficiently to be in keeping with present gastroscopy. 

During recent years many attempts have been made to improve the esophago- 
scope. Experience gained in these pioneer undertakings with Ludwig Streifeneder, 
of the Eder Instrument Co., demonstrated that it was possible to improve the 
construction of the esophagoscope for safe easy passage and a clear enlarged image 
of the esophageal mucosa at any point. 
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Our first important and wholehearted attempt at a really flexible esophago- 


scope was started in 1943; and after considerable effort, the first workable model 
was developed during the following year, but did not prove practical. The next 
step was my suggestion to simplify the procedure by using the standard esophago- 
scope with a flexible obturator. With the pressure of war the ideas lay in blueprint 
stage until later revived. 

In the meantime there was encouragement and advantages in the fact that 
there were other gastroscopists who were equally interested in esophagoscopy and 
were striving with Streifeneder to produce safer instruments with improved vision. 
Renshaw! in 1946 used a similar instrument with certain modifications according to 
an optical scope with a forward view built much on the 


his recommendations 
order of a flexible gastroscope, the lower flexible section was 25 cm. fitted with a 
circular window which was set in a bushing at the distal end, and detachable for 
the replacement of two small light bulbs which were encased for forward illumina- 


ens 
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FRONT VIEW 


Fig. 2—Distal end of scope with lens obturator in place. Objective protected inside end of scope 
tion in the head and surrounding the optical system. As a result of his work, the 
manufacturer was advised of the following difficulties: (1) Mucosa covered the 
window sufficiently to interfere with vision. (2) Retained esophageal secretion, 


debris, and blood adhered to the window with no way of removal while the scope 
was in the esophagus. (3) The blunt end of the scope and size (13.5 mm.) pro- 


duced more trouble than anticipated. 

The following year Sexton? made some studies with one of the Eder scopes 
modified as follows: A rubber dilating sheath was placed at the distal 2”—this, 
dilated by a special air bulb while the scope was in the esophagus, helped to keep 


the mucosa away from the window, but did not eliminate smearing of the window 
by secretion or blood. Finally a tapered window was used which was recessed 
3g” in order to help keep mucosa and secretion off the window. While it was some 
improvement, it did not solve all the difficulties. 
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In the wake of the experiences of Renshaw and Sexton, further observation 
in 1946 and 1947 soon led us to the realization that the most simple and practical 
approach to the problem of improved esophagoscopy was one of my original 
suggestions in 1944. A standard Il mm. Jackson type esophagoscope was fitted 
with an obturator to which was attached a 1%” flexible rubber tip protruding 
through the open end. Passage of such a scope proved easier and safer than the 
same scope without such an obturator, but was far from what we desired. A rubber 
obturator did not have the tension and. stability necessary to bring the scope 
through the hypopharynx and esophageal orifice without danger of abrasion or 
contusions. ‘The visual field was too small, but when we used the optical tube 
from the Eder Flexi-Rigid scope, the image was sharp and clear. However, it 
Was necessary to have the optical system held firmly during the examinations to 
secure best results. 

After careful, frequent clinical trials and meticulous attention to details, it 
was realized that improvement could be made by using the flexible section of a 
gastroscope spiral tpped with a rubber finger and securely held flush inside the 


Fig. 3—Vlexible spiral guides scope safely into esophagus 


open end of the scope by a metal obturator, the proximal end of which serves as a 


handle for removal of the spiral, also as a thumb rest during passage to secure the 


spiral in position (Fig. 1). 

The optical obturator is inserted for examination once the scope is in position, 
and gives an 8x magnification with clarity and definition. The objective lens is 
approximately 15 mm. from the open end of the scope which affords protection 
from the mucosa draping over the lens and interfering with vision (Fig. 2). Ex- 
perience gained in these pioneering undertakings demonstrated that it was possible 
to produce a safe and comfortable esophagoscope with a greatly improved visual 
field. A preliminary report on principles of construction has been briefly described 
elsewhere*, 

An esophagoscope of 10-11 mm, in diameter is small enough to pass surpris- 
ingly easy with the flexible steel obturator (Fig. 3). As it does not fit tightly against 
the esophagus, it is the exception rather than the rule that air pumped by a bulb 


through the scope into the esophagus will be retained. Besides, with the forward 
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view and mucosa retracted by the end of the scope, there is little need of any air 
compression. 

To offset the possibility of retained secretion running into the open end of 
the scope against the lens, the patient avoids food and liquids for approximately 
10 hours; or if obstruction or possibility of it exists, the esophagus is tubed— 
the tube passing to within a few cm. of the lesion, and contents drained by gravity 
the same as for gastroscopic procedure. If it is tenacious or bloody, flushing with 
normal saline solution at body temperature helps to clear the field. In addition 
to the cleansing of the field prior to scoping when necessary, it is advisable during 
all esophagoscopic examinations to elevate the head end of the table sufficiently to 
keep whatever fluid is in the esophagus drained away by gravity, as some secre- 
tion may still be retained or be regurgitated during examination or passage of the 
scope. The same can be accomplished by the sitting position, which is not as 
comfortable for patient or examiner. 

Of distinct advantage is the use of 100 to 150 mg. Demerol I.M., '% to 34 hr. 
before examination, and the thorough anesthia of the pharyngeal, hypo- 
pharyngeal, and upper esophageal mucosa with 2 per cent pontocaine or 5 per cent 
cocaine. If patient is the nervous apprehensive type, a mild sedative before 
retiring and on arising on the morning of scoping helps considerably. 

CONCLUSIONS 

(1) Esophagoscopy is a necessary adjunct to the roentgenograms for the 
accuracy of the appraisal of esophageal lesions. 

(2) A new esophagoscope safely and easily introduced by a flexible obturator 
and visualization by an optical system 8x magnification is described. 


Preparation is similar in most respects as for gastroscopy. 


Position assumed on table same as for gastroscopy—left lateral with 


(3) 
(4) Introduction of scope—same as for the flexible gastroscope. 
(5) 
t 5 


abou to 10° elevation of head end of table. 


REFERENCES 
1. Renshaw, R. J. F.: Personal communications. 
2. Sexton, Roy: Personal communications. 
3. Hufford, A. Ray: Flexi-Rigid, Optical Esophagoscope. Gastroenterology. May, 1949. 
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A REPORT ON PEPTIC ULCER THERAPY USING A NEW ANTACID* 


J. R. REULING, F.A-C-P. 
Bayside, New York 
A. X. ROSSIEN, MLD. 
and 


M. 1. WOLGEL, M.D. 
Kew Gardens. New York 


It is generally conceded that the etiology of peptic ulcer has not been definitely 


established. However, the part that antacids usually play in the production of 


relief from symptoms in those patients is too well known to merit discussion in 
this presentation. 

Various antacids have been recommended from time to time. ‘The use of 
Sippy powders, because they are followed by a vastric acid rebound and the 
theoretical possibility of systemic alkalosis from prolonged usage, is being grad- 
ually displaced by other antacids. It has been demonstrated that, while a solution 
of amino acids mixture has an antacid effect on gastric acidity', it nevertheless, 
has a secondary gastric secretagogue effect? at the end of one to one and one-half 
hours following its ingestion. Clinical studies*: 4 using anion exchange resin in the 
treatment of peptic ulcers lead to conclusions that it was an innocuous antacid 
but “minor side effects sometimes interfered with its use’. Aluminum hydroxide 
gel preparations are frequently employed for the same purposes as the aforemen- 
tioned medicaments, but they are usually constipating. However, when non- 
reactive aluminum hydroxide gel preparations are used there is either a “decreased 
incidence of—constipation in patients’’sor the effect is “not constipating at all. 


Aluminum-dihydroxy-aminoacetate** 


is a comparatively new antacid which 
is claimed not to have any secretagogue effect on the gastric acid-bearing glands. 
According to the manufacturer this drug is the aluminum salt of the amino acid, 
glycine. It has been demonstrated? that in this form one gram of aluminum will 
buffer 327 cc. more of tenth normal hydrochloric acid than when it is in the 
hydroxide form. Further, the latter combination has only about one-sixth of the 
former's capacity to buffer the acids of the gastric juices. It is further claimed that 
the aluminum content of this antacid is approximately one-half that of the hydrox- 
ide; hence, there is a minimum formation in the body of the constipating astrin- 
gent aluminum chloride. Clinical trials lead to favorable reports™*. 

We are herein reporting our clinical observations made on ambulatory peptic 
ulcer patients treated over a twelve week period with the aluminum salt of the 
amino acid, glycine. The study was conducted in the Gastrointestinal O.P.D. of the 
Queens General Hospital, Jamaica, New York. An auxiliary study evaluating the 


*From the New York Medical College. by the Department of Medicine (Dr. J. R. Reuling, 
Director), Division of Gastroenterology, O.P.D. (Dr. A. X. Rossien, Physician in Charge) of the 
Queens General Hospital, Jamaica, New York. 

**The aluminum-dihydroxy-aminoacetate used in this study was furnished through the courtesy 
of the Bristol Laboratories, Inc.. Syracuse. N. Y.. manufacturers of this product under the trade 
name of Alminate 
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antacid activity of this drug while in the human stomach is now in process and 


will be reported at its completion. 


Cases Srupiep 

ach patient chosen for study was a roentgenologically proven peptic ulcer 
case. ‘l'reatment was instituted on twenty-six patients, but four were not con- 
tinued after about one week because they were found to be uncooperative. Of the 
remaining twenty-two, five did not complete the study through the twelfth week. 

The twenty-two patients were divided into eight females and fourteen males. 
‘The females consisted of seven duodenal ulcer patients and one gastric ulcer case. 
The male patients were divided into eleven duodenal and two gastric ulcer cases 
while another had both a duodenal and gastric ulcer. 

Of the eight female patients, two were in the 30 through 39 year age group, 
three in the 40 through 49 year, two in the 50 through 59 year and one in the 60 
through 69 year age group. The male patients were subdivided, one being in 
each of the 20 through 29 year group, 30 through 39 and 70 through 79 year age; 
three were in the 40 through 49 year group and four each in the 50 through 59 
and 60 through 69 year age groups. 

The length of time that the patients experienced most of the upper gastro- 
intestinal symptoms as listed on the accompanying tables was as follows: 

a) An overall range of two months to thirty years. 

b) Seven cases ranged one year or less. 

c) Nine cases ranged two through five years. 

d) ‘wo cases ranged seven through seven and one-half years. 

e) Four cases ranged fifteen through thirty vears. 


PROCEDURE 

The patients cooperated well as long as they continued to return for study. 
‘Twenty-one reported through the fourth week; twenty through the eighth week; 
and seventeen through the twelfth week. We had intended to carry out a gastro- 
duodenal x-ray study every two weeks, but due to unforeseen circumstances, this 
was impossible. However, each patient was roentgenologically studied before 
treatment was instituted and the patients that cooperated through the twelve 
week period were given a final gastroduodenal x-ray study. 

The patients were placed on a bland high caloric and high vitamin diet. No 
medications, besides the drug under study, nor any procedures that might 
artificially influence bowel activity were permitted. Each patient was instructed 
to take one gram of the antacid under study fifteen minutes before and fifteen 
minutes after each meal and before retiring throughout the twelve week observa- 
tion period. 


The patients were given record sheets on which the date and symptoms ap- 


peared. ‘They were to record daily the symptoms and intensity of each symptom. 
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‘The intensity was entered as zero, one plus, two plus, ete., increase depending on 
its severity. The sheets were returned each two weeks at which time the patients 


were examined and a supply of the aluminum-dihydroxy-aminoacetate was given 


to them. 


OBSERVATIONS 


a) Symptoms:—Vable IX summarizes the symptoms prior to and through 
the course of treatment. It is noteworthy that all of the symptoms markedly 


decreased both in the number of patients continuing to experience them and in 


their intensity soon after treatment was started. This decrease continued through- 


out the study. There was one deviation—constipation increased in the number of 


patients, but not in the intensity through the eighth week. Beyond that period 


there were three less patients that continued the treatment. However, those three 


patients were not constipated when they discontinued treatment. We note in 


Table IX that past the eighth week period, the number of constipated patients 


and the intensity of that symptom is the same as before treatment was started on 


the original twenty-two patients. 


b) Weight Changes:—Vable VII reveals that the onset-of-treatment-weight 


varied from 106 pounds to 238 pounds with an average weight of 143 pounds 


(Table IX). The weight at the conclusion of the study varied from 112 pounds 


to 230 pounds with an average weight of 145.5 pounds. Four patients lost from 


.5 pounds to 9.25 pounds, while seventeen gained from .5 pounds to 15.75 pounds 


and one patient’s weight remained unchanged. 


c) X-ray Data:—TVhe initial x-ray studies revealed that eighteen patients 


had duodenal ulcers, three had gastric ulcers and one had both. In ‘Table VII it 


will be noted that of the seventeen patients to complete the study, seven still had 


x-ray evidence of duodenal ulcer, six no longer had a visualized duodenal ulcer; 


two no longer presented any duodenal ulcer niche, but did present evidence of 


duodenitis. Vable VIT also reveals that of two cases that were originally gastric 


ulcer patients, one no longer presented a gastric ulcer on x-ray. 


SUMMARY 


Twenty-two roentgenologically proven ambulatory peptic ulcer patients from 
the Gastrointestinal O.P.D. of the Queens General Hospital were selected for study 


to determine the therapeutic effects of an antacid-aluminum salt of the amino 


acid, glycine. A description of the procedure and study is given and the observa- 


tions are recorded. 


CONCLUSIONS 


(1) Hunger-pain, heart-burn, belching, nausea, vomiting and abdominal pain 
Were prominent complaints in our group of patients. Prompt relief from all of 


these symptoms was striking. 


(2) ‘The overall picture reveals that bowel activity is not influenced by the 


antacid used in this study. 
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(3) The average weight gain in the seventeen patients that completed the 


three months study was 2.5 pounds. 


(4) Eight out of fifteen chronic duodenal ulcer patients no longer presented 
ulcer niche on x-ray study after three months treatment. 

(5) Aluminum-dihydroxy-aminoacetate is a worthy adjunct in the treatment 
of peptic ulcers. 
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CHAPTER ACTIVITIES 
New York Cuarprer 

The first meeting of the New York Chapter of the National Gastroentero- 
logical Association, for the period of 1949-50, will be held on Monday evening, 
14 November 1949 at the New York Academy of Medicine. 

Dr. Sidney A. Gladstone will present “Sponge Biopsy in the Diagnosis of 
Cancer of the Stomach” and Dr. Raffaele Lattes will discuss the paper. 

Dr. Maurice M. Black will speak on “Blood Test for Cancer” with Dr. Frank 
L. Pollack as discusser. 

The third paper of the evening will be “New Developments in the Electron 
Microscopy of Cancerous Tissue” by Dr. A. EF. Gessler with Dr. ‘T. G. Marrione 
as discusser. 

Members of the medical profession are cordially invited to attend. 


NEWS NOTES 
Boarp 

A meeting of the Executive Board of the National Gastroenterological Asso- 
ciation was held in New York City on Monday, 12 September 1949. 

Routine administrative reports and correspondence were disposed of and 
ordered answered. 

In the absence of the Secretary-General, Dr. Roy Upham who was in Europe, 
the Secretary, Dr. Johnsen reported that plans for the establishment of a Chapter 
in Montreal were progressing. 

Dr. Johnsen also reported that the New Jersey Chapter held a meeting on 
22 May 1949 at Asbury Park at which ume new officers were elected for the 
coming year, 


A letter was also received from Dr. Arturo Richieri of the Argentina Chapter 
advising that election of officers for the coming vear had taken place. 


Dr. Morrison reporting for the Convention Committee advised the Board that 
programs for the Course and the Convention were completed and had been pub- 
lished in the September issue of THe Review or GastroenteroLocy. He further 
reported on the negotiations for television during the period of the Course in 
Gastrointestinal Surgery. 

The following new members were elected to the National Gastroenterological 
Association: Dr. Raymond L. Barrett, Springfield, Mass., Member; Dr. Roy T. 
Lydon, Norwood, Mass., Member; Dr. Stanley J. G. Nowak, Boston, Mass., 
Associate Fellow; Dr. Edward Robinson, Brooklyn, N. Y., Member; Dr. Russell 
Evan Morgan, Bethlehem, Pa., Fellow; Yves Chaput, Montreal, Canada, Fellow; 
Dr. Jordan Propatoridis, Athens, Greece, Member and Dr. Lloyd F. Teter, 
Pekin, Member. 
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Upon presentation of the necessary qualifications, and upon recommendation 
of the New York Chapter, Dr. Arnold Stanton, Richmond Hill, N. Y. was ad- 
vanced to Fellowship. 

The matter of the proposed revision of the Constitution was referred back to 
committee for further study. 


1950 Prize Awarp Contest 
The National Gastroenterological Association again takes pleasure in an- 
nouncing its Annual Cash Prize Award Contest fgr 1950. One hundred dollars 
and a Certificate of Merit will be given for the best unpublished contribution on 


Gastroenterology or allied subjects. Certificates will also be awarded those phy- 


sicians whose contributions are deemed worthy. 

Contestants residing in the United States must be members in good standing 
of the American Medical Association. Those residing in foreign countries must be 
members of a similar organization in their own country. The winning contribution 
will be selected by a board of impartial judges and the award is to be made at 
the Annual Convention Banquet of the National Gastroenterological Association 
in October of 1950, 

Certificates awarded to other physicians will be mailed to them. The decision 
of the judges will be final. The Association reserves the exclusive right of publish- 
ing the winning contribution, and those receiving certificates of merit, in its Official 
Publication, THe Review or GastTROENTEROLOGY. 

All entries for the 1950 prize should be limited to 5,000 words, be typewritten 
in English, prepared in manuscript form, submitted in five copies, accompanied 
by an entry letter, and must be received not later than 1 June 1950. Entries should 
be addressed to the National Gastroenterological Association, 1819 Broadway, 


New York 23, N. Y. 
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ABSTRACTS 
STOMACH 


HYPERPLASIA OF BRUNNER’S GLANDS SIMULATING DUODENAL 
H. Erle and J. A. Johnson. Gastroenterology. 11:740-745, (Nov.), 1948. 


The patient was a white 36 year old man with roentgen evidence of multiple polyp-like pro- 
jections in the proximal duodenum. Resection was rapidly followed by a marginal ulcer. ‘The high 
gastric acidity should lead one to exclude polyps as the diagnosis. Cassidy and Macchia state that 
achlorhydria is present in almost all cases of duodenal polyposis. It is thought that the normal 
secretion of Brunner’s glands by virtue of its mucin and alkaline content protects the duodenal 
mucosa from drainage by the acid gastric juice and that malfunction of these glands might be 
primarily responsible for duodenal ulcer (Florey and Harding). Ilyman 1. 


POLYPOSIS: William 


HOG-STOMACH EXTRACT AND CASEIN HYDROLYSATE IN PEPTIC ULCER. A. W. Kay. 

R. A. Jamieson and W. E. Smith. Brit. M. J. No. 4603:519, (March 26), 1949. 

A report on two methods suggested for treatment of peptic ulcers. according to these authors 
indicates their inadequacy. In cach instance, the substance under study over a period of 12 months 
was used for 3 months. and then withheld for 3 months, “without reference to the presence or absence 
of dyspepsia.” ‘The subjects used in the study gave x-ray evidence of peptic ulceration with perio- 
dicity of relapse and remission over an average of 12% years. The patients, throughout the study, 
continued using their customary diets except for a small group when treated by intensive casein 
hydrolysate therapy. 

1. Hog-stomach extract:—Using Morrison’s hypothesis that normal gastric mucosa elaborates 
an antiulcer factor, 30 grams of an extract of fresh hogs’ stomachs was given three times daily. 
Nine patients had “some degree of benefit” while 17 patients presented a complete failure of bene- 
ficial results. 

2. Casein Hydrolysate:—One group of patients was given approximately 50 grams of casein 
hydrolysate daily in 3 equally divided doses as a supplement to their normal diet. The second 
group, consisting of 7 natients, were tre ated as outlined by Co Tui, et al. Of the 12 patients treated 
with casein hydrolysate, only 2 had symptomatic improvement. The authors state, “We have been 
unable to confirm these results (Co Tui) using casydrol.” \. X. Rossten 


ENTERIC CYST OF THE DUODENUM. Stanley H. Lorbeer and Thomas EF. Machella. Gastro- 

enterology. 10:892, (May). 1948. 

An enteric cyst of the duodenum is reported and the literature on such tumors is reviewed. 

The roentgenological examination after barium meal revealed a probable tumor of the second 
portion of the duodenum. ‘lo establish the diagnosis a technic used by the authors and described by 
Shiffer was employed. The third portion of the duodenum was intubated with a double lumened 
Miller-Abbott tube, one lumen of which communicated with a distally placed balloon capable of 
holding 50 cc. of air. Inflation of the balloon in the lower duodenum produced pain similar to that 
about which the patient had previously complained, \ barium sus pension was injected through the 
other lumen of the tube into the section of the duodenum proximal to the balloon. The tumor was 


clearly delineated in the second portion of the duodenum by this method. Franz J. Lusr 


PHYSIOLOGIC PRINCIPLES IN THE TREVEIMENT OF PEPTIC ULCER. M. I. Grossman. 

Cincinnati J. Med. 7:366-369, 1949. 

The author deals with the problem on hand by classifying the aims of ulcer therapy into: (a) 
Control of symptoms, (b) saeal and surgical treatment, (c) prevention of recurrence. Since 
ulcers do not form in the absence of acid which “can be shown to cause damage,” control of this 
acidity is important. However, this does not mean that excess acid secretion necessarily causes ulcera- 
tion. Antacids leave the stomach rapidly and do not always become well mixed with gastric contents. 
They are therefore not highly efficient. ‘To overcome this deficiency, antacids must be given hourly 
or by “continuous intragastric drip.” [t is more desirable to prevent acid secretion than attempt 
neutralization by antacids. 


Atropine tends to inhibit acid secretion and reduces the rate of gastric evacuation. The latter 
effect gives antacids time to neutralize gastric acidity. Enterogastrone, urogastrone and histaminase, 
when given intravenously, would inhibit gastric secretion. ‘These extracts, however, are not sufficiently 
pure for intravenous use. It has been shown that on Mann-Williamson dogs with experimental ulcers, 
enterogastrone produces increased resistance of the mucosa to attack by acid. Early studies on 
humans with this drug were more encouraging than recent studies. 
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Surgical reduction of gastric acidity is accomplished by lessening the secretory capacity of the 
stomach and/or removal of stimuli for acid secretion. Lannin has shown that at least 75 per cent 
of the stomach must be removed in order to prevent experimental ulcer, since it is essential to resect 
pars pylorica if the desired results are to be accomplished. 

Since the vagus nerve is probably the only nervous pathway for nervous impulses which directly 
activate the gastric musculature and the fundic glands, vagotomy should reduce gastric secretory 
response, although it definitely would not abolish this response. Bilateral and complete vagotomy is 
most effective. The enteric plexus may be responsible for return of gastric secretion if bilateral 
vagotomy has been carried out. In any event, this does not eliminate gastric response to histamine 
and other pharmacological stimull. 

Resection of pars pylorica removes the possibility of gastrin being formed which would have a 
stimulating effect for gastric secretion. 

Wherever gastrojejunostomy is performed, the jejunum should be placed as high as_ possible 
so that acid chyme will empty on as resistant a jejunal mucosal surface as possible. This will tend 
to minimize gastrojejunal ulceration. A. X. Rossten 


INTESTINES 


CARCINOID ‘TUMORS OF ‘THE SMALL BOWEL. John B. D’Albora and Alfred P. Ingegno. 
Gastroenterology. 10:310, (Feb.), 1948. 


Four instances of operatively demonstrated small intestinal carcinoid are reported. All were in 
the ileum. ‘Two had caused intestinal obstruction. One had produced metastatic tumefaction of mes- 
enteric nodes discovered on routine examination. The fourth case was an unusual combination of 
symptomatic Meckel’s diverticulum and carcinoid, the latter being an incidental finding. The difficul- 
ties of diagnosis are emphasized by the fact that the nature of the lesion was not suspected preopera- 
tively in spite of careful study. Carcinoids of the small bowel are unusual but constitute a relatively 
high proportion of symptomatic small intestinal tumors. A resume of — origin, character, and 
symptomatology is given. Their presence should be particularly suspected in middle-aged or elderly 
individuals with a long standing history of digestive disturbance and naiee suggesting partial 
intestinal obstruction. Surgical resection, even in the presence of metastasis, is the treatment of 
choice and the prognosis is relatively good. Three of the patients are alive 10. 16 and 75 months 
after operation Franz J. Lust 


POSTOPERATIVE TLEOSTOMY MANAGEMENT. Phieme and W. D. Cheney. J. Michigan 
MI. Soc. 5:590. 1949. 


\fter ileostomy carly ambulation of the patient is desirable. The digestive juices in the drain- 
age must be prevented from digesting the abdominal skin. An ileostomy bag aids in the solution of 
this problem 

The authors have devised an inexpensive method by using a rubber kitchen-type glove. The 
body of the glove is perforated for the ileostomy pedicle to be drawn into it, so that the drainage 
may enter the glove. Reenforcement around the perforation is applied by means of rubber ring patch- 
ings which are cem sige to the glove. The upper portion is closed and an attachment placed around 
the glove to hold it in place on the patient after the portion of glove around the perforation has 
"at cemented 2 Stoel cement) to the abdominal skin. The middle finger of the glove is cut at 
the tip for purposes of emptying the drainage and the cut part closed by winding a rubber band 
around it. The surgeon can examine the ileostomy pedicle by opening the upper part of the glove 
through which the hand would ordinarily pass. 

This glove-bag should be changed every twelve hours and may be removed by using some 
naphtha to make separation from the skin easy. The bag can be cleansed by aie it inside out 
and washing with soap and water. . X. Rossen 


Liver anp Bintary Tract 


DIETARY TREATMENT OF CIRRHOSIS OF THE LIVER. A. J. Patek, Joseph Post, et al. 
J.A.M.A. 138:543-549, (Oct. 23), 1948. 


This is a study of 2 24 patients observed during a ten year period, treated by means of a diet 
rich in protein and supplemented by concentrates of Vitamin B-complex. Patek in 1937 published a 
preliminary statement on the treatment of alcoholic cirrhosis with high vitamin therapy. Maurice 
Perrin in 1904, 1905, 1908. reported on the good results obtained from the treatment of alcoholic 
cirrhosis with liver therapy. which other Frenchmen also substantiated. But, Perrin’s published 
reports have gone unnoticed by most of the American investigators. Patek and Post reported further 
on the treatment of cirrhosis of the liver and Ranoff and Patek in 1942 wrote on “The Natural 
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History of Laennec’s Cirrhosis of the Liver”. Laennec’s cirrhosis is not, of necessity a progressive 
disease. The prognosis, under the recommended treatment should become more favorable. 
Hyman I. Gotpstein 


ROUSSY’S CIRRHOSIS OF THE LIVER (SENILE CIRRHOSIS): ITS CONNECTION WITH 
ENDOCRINE GLANDS AND ESPECIALLY THE PARATHYROIDS. Ch. Berdjis Chamsi. 
Arch. d. mal. de Vapp. digestif. 38:153, (March-April), 1949. 

In 50 cases of obstructive cirrhosis of a special type examined at the Cancer Institute in Paris 
and at the Pathological Institute in Geneva, the authors made the following characteristic observa- 
tions: 

Anatomically, the liver shows definite changes. such as, the consistency is increased, the paren- 
chyma is harder, more resistant and drier than normal. The surface of the liver has a smooth 
appearance, with fine, regular granulations. The color is darker. Histologically, the examination 
revealed the presence of the general characteristics of cirrhosis, but less distinct, and more outspoken. 
The interstitium is sclerotic. The spaces of Kiernan are disconnected, there is a tendency to pseudo- 
lobular formations. There is infiltration of lymphocytes and there are some signs of regeneration of 
liver cells. Clinically, there is an absence of definite signs of portal retention, such as ascites and 
collateral blood circulation. In all cases some signs of liver insuthiciency can be found. The endocrine 
glands are atrophied in the course of ordinary cirrhosis, however, there was very little change in 
senile cirrhosis. The parathyroids are changed differently in these two groups of cirrhosis 

A. There is a definite hyperfunction in ordinary cirrhosis. 

B. There are only rich oxyphile cells in Roussy’s cirrhosis. Roussy’s cirrhosis is therefore, a 
special disease, with definite clinical and pathological and anatomical changes, especially of the 
parathyroids. Franz J. Lust 


EFFECT OF CHOLINE. METHIONINE, AND LOW FAT DIET ON LIFE EXPECTANCY OF 

PATIENTS WITH CIRRHOSIS OF THE LIVER. L. Wade. Fritz Neudorff and Karl. 

J. Lab. & Clin. Med. 33:1123-1132, (Sept.). 1948. 

The authors believe the early fatty changes (before cirrhosis sets in) of the liver may be dietary 
in origin, especially in the alcoholic patient. They studied 224 patients during a five year period. 
They conclude that a low fat diet supplemented with 1 to 8 gm. of choline and one quart of skim- 
milk daily (0.9 gm. methionine) did not influence the life span of patients with cirrhosis of the liver. 

Hyman I. 


ESSE NTIAL FAMILIAL HYPERCHOLESTEROLEMIA. C. F. Wilkinson, Jr. FE. A. Hand and 
M. 'T. Fliegelman. Ann. Int. Med. 29:671-686, (Oct.), 1948. 


The authors define essential familial hypercholesterolemia as a metabolic disorder characterized 
by an increase of the total blood cholesterol with normal proportion of esters, and frequently, an 
increase in the phospholipids. They think this term is more descriptive and useful than the others 
proposed. 


‘Too much emphasis has been placed on xanthoma tuberosum, xanthoma tendinosum, and 
xanthelasma—conditions known to be associated with xanthomatous deposits in the skin. They found 
in this group of 159, many individuals with elevated blood cholesterol in four generations (composed 
of 282 individuals); the more common causes of hypercholesterolemia, such as nephrotic syndrome, 
diabetes, hypothyroidism, pregnancy, jaundice, and disease of the liver. They did electrocardiograms 
on 21 (of the 159) with elevated blood cholesterol and on 11 of the normals, and basal metabolic 
rates were determined if there was any suggestion of hypothyroidism. Total cholesterols and cho- 
lesterol esters were determined in all. When one parent had an elevated blood cholesterol, approx- 
imately half of the children had an elevated blood cholesterol. 


The metabolic disorder characterized by increased blood cholesterol is transmitted by the parent 
as a dominant. Xanthoma tuberosum or tendinosum represents the homozygous abnormal. A normal 
blood cholesterol represents the homozygous normal. 

Coronary artery disease as manifested by electrocardiographic changes and angina pectoris 
was found in one case of the hypercholesterolemic group. This was a girl 11 years of age who had 
symptoms for two years. Three died a sudden death before this study was begun, and as they had 
xanthoma tuberosum, infarction secondary to coronary atheromatosis must be suspected. Valvular 
defects may be due to xanthomatous deposits, in some of these hypercholesterolemic patients. 

They found no cases of biliary cirrhosis. The authors believe the increase in blood cholesterol 
is endogenous, and not dietary. Hypercholesterolemia (essential) is inherited as an incomplete domi- 
nant. Muller states that either xanthoma or increased cholesterol is a dominant, Svendsen agrees, 


: 
iva 
Be 
P 
aes 
| 
a 
| 
4 
| 
| 
Ws 
ah 
. 
re 
| 
| - 
7 


874 THE REVIEW OF GASTROENTEROLOGY 


while Thannhauser and Schmidt consider both recessive. However, the present authors studied a 
much larger group of four generations and examined nearly all living members of most families. 


PANCREAS 
ETIOLOGY OF ACUTE PANCREATITIS. R. Lium and S. Maddock. Surgery. 24:593-604, (Oct.), 

1948. 

\cute pancreatitis is characterized by the dramatic onset of abdominal pain, nausea, vomiting 
and collapse. even to the state of shock. 

Recurrence of acute attacks is common and may be anticipated. Pancreatitis is frequently asso- 
ciated with biliary tract disease. 

Lium and Maddock believe acute pancreatitis is the result of ductal obstruction in an actively 
secreting pancreas. The studies by Doubilet and Mulholland confirm Archibald’s opinions. Archibald 
suggested spasm of the sphincter of Oddi in the presence of a common. biliary—pancreatic passage- 
way and reflux of bile into the pancreas was an etiologic factor in the production of pancreatitis. A 
common passageway can be demonstrated by operative cholangiography or the presence of pancreatic 
juice in the gallbladder or common duct. (Doubilet and Mulholland). Hyman 1. Gotpstern 


SPLEEN 
THE HEMORRHAGIC TENDENCY IN CONGESTIVE SPLENOMEGALY (BANTI'S SYN- 
DROME). ITS MECHANISM AND MANAGEMENT. Leandro M. ‘Tocantins. J.A.M.A. 136: 
616-621, (Feb. 28). 1948 


This is based on observations made on 22 patients with Banti’s syndrome who had bleeding in 
one form or another. Splenomegaly probably preceded the manifestations of cirrhosis. Hematemesis 
or melena was the form of bleeding in 17 patients. 

In Barg and Dulin’s series of 43 patients, 39 per cent had hematemesis and 25 per cent epistaxis. 
Much of the blood lost through the broken varicosities comes from the spleen, this fact accounts for 
the reduced size of the spleen after hemorrhage. After the vascular defect is repaired and the tension 
in the portal circuit is again increased, the spleen once more becomes distended with blood. The 
succession of these changes in portal bypertension, and the sudden po aii a by hemorrhage. 
and a repeated rise of portal tension accounts for the periodicity of the attacks of gastrointestinal 
bleeding in cases of Banti’s syndrome. Characteristic, are persistent leukopenia a thrombopenia, 
with little or no alteration after hemorrhage. Suggestive are absence of roentgenogs raphic evidence of 
gastric or duodenal ulcer and enlargement of the splenic shadow. Sternal marrow studies may help 
eliminate the anemias, leukopenias and thrombopenias due either to hypoplasia of the bone marrow 
or to leukemic infiltration. Varices in the — are demonstrable by roentgenographic examina- 
tion. Excessive bleeding is due to vascular defects (branches of the portal vein in the esophagus and 
rectum), extravascular defects ENC i or ulceration of mucosa overlying distended veins), intra- 
vascular defects—the thrombopenia and hypoprothrombinemia. hinder the prompt formation of an 
hemostatic plug at points where small ruptures of veins have occurred. ‘The spleen contributes 
directly to the thrombopenia. Impaired hepatic function causes the hypoprothrombinemia. Adminis- 
tration of Vitamin K (menadione sodium bisulfite U.S.P. 1-2) mg. parenterally, daily) promptly 
restores the prothrombin level to normal. If response is slow, it signifies an advanced degree of 
hepatic insufficiency. as in the later stages of portal cirrhosis. 

Increased stress is placed on the portal vessels by the hypertension within them. ‘This causes 
the dilatation of the portal and collateral vessels and leads to distention of the spleen. Any patho- 
logic process which interferes with the flow of portal blood through the liver or at any point in the 
splenic or portal vein may lead to congestive splenomegaly and the — characteristic of Banti’s 
syndrome. The commonest causes are thrombophlebitis of the splenic or portal veins, portal cirrhosis 
and cirrhosis due to schistosomiasis. Obstruction in the mesenteric veins with extension to _ portal 
or splenic veins will cause intestinal bleeding and changes typical of Banti’s syndrome. In ‘Tocantins’ 
series of 22 cases, splenectomy was performed in 9—with two deaths. Patients have survived as long 
as seven, sixteen, and seventeen years. Two patients who survived 16 and 17 years have been free 
from attacks of hematemesis since the splenectomy. Hyman 1. Goupsrer 


SPLENIC-VEIN THROMBOSIS FOLLOWING ‘TRANSTHORACIC GASTRECTOMY AND 
INCIDENTAL SPLENECTOMY. Stuart Quan and Benjamin Castleman. New England J. Med. 
21:835, 1949. 

While splenic vein thrombosis is infrequent and usually symptomless, it is nevertheless potentially 
important. sagen to the liver and thrombotic extension into the portal venous system is possible. 


Transthoracic gastric surgery with splenectomy could make fhe incidence of sp lenic vein thrombosis 
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This is a report on seventy cases in which normal spleens were removed in cases of transthoracic 
vastric surgery. The reasons given for the splenectomies were: 

(a) To facilitate the operation. 

(b) Operative trauma. 

(c) Tumor adherent to the spleen, its pedicle or the splenic artery. 

(d) ‘Tumor adherent to or involving the pancreas. 

Fifty-two patients survived and only one had the clinical triad of left upper quadrant pain, slight 
jaundice and temperature of 102° F which started on the fourth postoperative day and lasted for 
several days. Seventeen patients died and autopsy revealed splenic and portal vein thrombosis in 
all cases: one also had secondary superiomesenteric vein thrombosis. Sixteen patients had liver 
infarction. 

The purpose of this article was to call the surgeon's attention to this possible complication in 
vastrectomy and esophagectomy with incidental splenectomy. \. X. Rossien 


PORTACAVAL ANASTOMOSIS FOR ‘THE RELIEF OF PORTAL HYPERTENSION, Arthur EL. 

Blakemore. Gastroenterology. 11:488-496, (Oct.). 1948. 

The author cites a successfully managed case of cirrhosis of the liver of ten years’ duration, who 
recently was successfully treated by a splenorenal type of portacaval shunt. reducing the portal 
hypertension, and giving the man a new lease on life. 

Over a five year period, the author has had a series of 55 cases. Forty-five of the 55 cases were 
operated upon by Dr. Allen O. Whipple or Blakemore. The remaining 10 cases were distributed 
between two surgeons. In three of these ten cases the cause of death was mesenteric thrombosis with 
occlusion of the splenorenal shunts. ‘Two additional cases died. one of peritonitis secondary to a 
perforated peptic ulcer some two weeks after discharge from the hospital. \ second case was read- 
mitted to the hospital because of gastrointestinal bleeding secondary to hypothrombinemia. ‘This 
patient died in cholemia, and necropsy disclosed complete obstruction of the common duct by calcium 
bilirubinate stones. 

Thirty-nine of the 55 cases had cirrhosis of the liver. In this series there were only three post- 
operative deaths from liver failure—a remarkable feature. ‘Two of these cases were end stage 
cirrhotics with serum albumin levels of about 2.5 per cent. and bromsulfalein retention thirty minutes 
after injection of over 40 per cent. The other case was obviously due to an error in judgement. The 
liver, at necropsy, showed acute liver cell degeneration, an aftermath of a recent virus hepatitis, 
with superimposed early cirrhosis. All three cases had ether anesthesia. Now the author finds 
cyclopropane anesthesia in cirrhosis cases much more satisfactory and intravenous human albumin as 
postoperative medication most helpful in warding off liver failure in the more dangerous cases. 

Sixteen, of the entire series of 55 cases. had portal hypertension due to extrahepatic portal 
block-congestive splenomegaly. presenting the essential features of Banti’s syndrome, with secondary 
anemia. leucopenia. and thrombocytopenia, with essentially normal livers functionally. and on 
biopsy. The average of this group was 17 years. oldest 36, and the youngest 22 years. There were 
8 males. and & females. All had hematemesis. Esophageal varices were demonstrated by x-ray in 14 
of the 16 cases. Four of these cases had previously had a splenectomy. 

Cirrhosis of the liver is the commonest cause of portal hypertension. Virus hepatitis was the 
cause of cirrhosis in six of the 39 cases. The average case of Laennec’s cirrhosis, if properly prepared. 
will go through the portacaval shunt procedure successfully. It is important that no case of cirrhosts 
should be operated upon until the maximum improvement in liver compensation is attained through 
energetic execution of a scientifically planned liver regimen. Hyman I. GotpstTein 
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BOOK REVIEWS 


THE 1949 YEAR BOOK OF MEDICINE. Fdited by Beeson, Amberson and Castle, Harrison and 

Eusterman, 831 pages. Year Book Publishers, Chicago, Ill., 1949. Price $4.50. 

This volume needs no elaborate introduction. As in previous years, the book contains informa- 
tion which the general practitioner and the specialist will find useful in their practice. The table 
of contents, the index and the name of the authors whose abstracts appear between the covers, is 
assurance that only the best and pertinent literature has been abstracted. 

Part 7 deals with infections and ends with a question: “Why are fever temperatures over 
106° F rare?” 

An interesting and timely topic is the discussion of compound E (page 125), its therapeutic 
effect on rheumatoid arthritis, its lack of availability and its dosage when reduced or discontinued; 
recurrence of symptoms. Part If. Discussion of Chest Diseases a with the anatomy of the 
chest (Page 161) and ends with trauma and mechanical injuries. Part ITT, This Chapter deals with 
the blood and blood-forming organs and the kidney (Page 319). Part IV, The heart and blood 
vessels (page 499) and Part V, The Digestive System (page 649) includes the esophagus, stomach, 
duodenum, biliary and pancreatic systems and various miscellaneous topics. 

Under the able editorship of Eusterman this part of the book is a gem. Not only the senior 
medical student, the general practitioner, but also the gastroenterologist will find information which 
otherwise would escape his attention. 

On page 651, a new and safe diagnostic optical esophagoscope is described. According to 
Schindler “it reduces discomfort to a minimum and increases safety to a maximum”. It permits 
biopsy specimens to be obtained under visual cuidence. 

On page 675, Maurice Feldman (Baltimore), describes acute duodenal ulcer in young adults. 

On page 696, the reader will find Cheney’s Cabbage Juice treatment of ulcer. Reading the 
comments of Eusterman, one is awed by the array of drugs for the treatment of ulcers. 

Ricketts, Palmer, Kirsner and Hamann discuss radiation therapy and its effect in peptic ulcer. 

According to their experience abolishment of free hydrochloric acid ulcer pain disappeared 
Many years ago the reviewer used this method of therapy with more or less results. Many patients 
developed other symptoms secondat » radiation. Brick reported in Tur Review or Gasrrorn- 
TEROLOGY, 13:361, 1946 the seconda ffect of this method of treatment. Tt should be used) with 
caution. 

Hoffman and Wood discuss the coincidence of intraabdominal lesions in patients with epigastric 
hernia. This is interesting because patients often undergo operation for these hernias without relief 
of symptoms. 

The authors emphasize the fact that patien ith epigastric hernia and pain in the upper abdo- 
men may have ulcers or gallbladder 


This volume is highly ommended for the desk of the busy physician 


ESSENTIALS OF PATHOLOGY. Lawrence W. Smith. M.D... F.C.A.P.. Formerly Professor of 
Pathology. Temple University School of Medicine: Formerly Assistant) Professor of Pathology 
Harvard Medical ‘tc. and Edwin S. Gault. M.D. FLC.A.P.. Associate Professor of 
Pathology and Bac teriol Temple University, School of Medicine. Third Edition. 764 pages 
illustrated, black & color. The Blakiston Company. Philadelphia. Pa.. 1949. Price $12.00. 

This large volume on pathology consists o rapters. an extensive bibliography. case histories 
and an index. 

It is printed on coated paper, t] ype and tilustrations a ar and comprehensive 
the broad field of + Te and the medical student will find it adequate 
presentations are beautifully 

Opposite the tees ate (pag ), the reader will find a schematic chart of the 
pathology and clinical pathology in Surgery and Medicine. 

At a glance one sees that the entire medical and surgical field is engulfed including the various 
specialties. On page 15, glvcogemic degeneration is given ample consideration. The illustrations op 
posite page 16 are self-explanatory and a student viewing them will find no difficulty in recognizing 
actual specimens under the 


Opposite page 18 there } itiful color illustrations showing fatty metamorphosis. 
gen and amyloidosis. 


The reviewer can go on indefinitely extolling the value of this system of case presentation as 
it enhances the value of this atla mly passing the examination in pathology. but also for 
future reference to refresh t memory. of Doctor in visualizing pathology in a yiven disease 
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The authors as well as the publisher are to be congratulated upon their combined efforts in 
publishing this text. 


CARE OF THE SURGICAL PATIENT INCLUDING PATHOLOGIC PHYSIOLOGY AND 
PRINCIPLES OF DIAGNOSIS AND TREATMENT. Jacob Fine, M.D., Surgeon-in-Chief. 
Beth Israel Hospital; Professor of Surgery, Beth Israel Hospital, Harvard Medical School. 
544 pages. W. B. Saunders Company, Philadelphia, Pa., 1949. Price $8.00. 

“This book is not a textbook of surgery” —according to the author. This fine work by a master 
surgeon of long experience, does serve as an excellent guide for the over-all care of the surgical 
patent. Is is an admirable and worthwhile addition to the ready available bookshelf containing 
Meleney’s Surgical Infections (1948), Ilgenfritz’ Preoperative and Postoperative Care (1948). 
Mason and Zintel’s Preoperative and Postoperative ‘Treatment (1947), and Preoperative and Post- 
operative Care by ‘Tourish and Wagner (1947). 

The subject is well presented, and is easy to read and to understand. There are fifty-two 
chapters covering a wide range of topics—including nutrition, common skin disorders, cardiac disease, 
diabetes mellitus, renal disorders, ancmias and blood dyscrasias, clinical chemistry, laboratory pro- 
cedures, anesthesia, treatment of acute poisoning, oxygen therapy, endocrine disorders, and of course, 
“preoperative and postoperative care”. Some interesting comments on “useful hints in Surgical 
in 14 pages (Chapter 1), comprise the opening chapter. 


Diagnosis”, 

“Surgical infections” (Chapter V) are informatively discussed in seventeen pages. ‘The com 
ments are brief—but adequate, for a book of this kind. 

Only thirteen pages (Chapter 28) are devoted to “pediatric surgery”. Tetralogy of Fallot, co 
arctation of the aorta, and patent ductus arteriosus receive very brief consideration. 

This book should be of great help to all younger surgeons and surgical residents, and medical 
students—and is recommended as a good practical treatise on the subject of the “Care of the Surgi- 
cal Patient”. 


HIE MECHANISM OF ABDOMINAL PALN. V. J. Kinsella, M. B., Ch.M. 230 pages, illustrated 

Angus and Robertson, Ltd.. Sydney, Australia, 1948. Price 32/6. 

The book is divided into 22 Chapters, with an extensive reference and author's index. 

For the physician or surgeon who is interested in historical medicine the reviewer recommends 
reading Chapter I. Not only is the historical description interesting and instructive, but the repro- 
duction of the various illustrations from old engravings are a source of inspiration and joy. Plate 
1, showing the autonomous nervous system (Vesalius) is clear and concise. Plates 2 and 3, the 
autonomous nervous system (Estachius) are certainly masterpieces. and Plate 4, the autonomic 
nervous system (Willis) showing the distribution of the nerves is well worth studying. 


On page 46 the reader will find “Morphia should not be used”. How true this is in many 
obscure lower abdominal conditions, especially in an inflamed appendix where it will mask the 
symptonis. 


On page 59 the author discusses heterotopic and referred pains. He illustrates it from John 


Hlunter’s works. 

For the physician who is interested in the mechanism of pain in the stomach and duodenum the 
reviewer recommends reading Chapters XI and XIU. In Chapter XIII, pave 134. the author states 
that “pain is a frequent symptom of chronic ulcer and not of acute ulcer, because in the acute ulcer 
the induration of the tissue has not yet developed to a degree sufficient ermit of marked rise 
in the tissue tension”. 

These and many other interesting facts will give tl ra comprehensive and detailed state- 
ment of pain producing agents. 

It is an excellent book to have and to 


CLINICAL AUSCULTANTION OF ‘THE HEART. Samuel A. Levine. M.D.. Clinical Professor of 
Medicine, Harvard Medical School, Physician, Peter Bent Brigham Hospital and W. Proctor 
Harvey, M. D.. Research Fellow in Medicine, Peter Bent Brigham Hospital. 327 pages. W. B. 


Saunders Company, Philadelphia, 1949. Price $6.50. 


This volume informatively presents the subject of auscultation as it pertains to the cardiovas- 
cular apparatus. 

The stethoscope is an inexpensive instrument which is deserving o 
by all physicians, and specialists, too! 


more attention, by students, 


During the past 133 years. since Laennec first proved the value of a stethoscope. there have 
} 


been given to us, many expensive and complicated instruments to aid us in our clinical diagnosis. 
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The simple stethoscope has, in recent: years, fallen in’ disuse especially, the phthistologists, electro- 
cardioiogists, gastroenterologists. and otner subspecialists. have frequently omitted entirely to make 
use of it. ‘They have. however, put to much greater use, to the entire exclusion of the stethoscope. 
the electrocardiograph, the Muoroscope, the x-ray machine, and a Jong list o1 time-consuming and 
costly laboratory procedures! 

This worthwhile book by an experienced cardiologist like Levine, and his associate, on simple 
auscultation, is a refreshing contribution to the practice of medicine, proving admirabiy and etfec- 
tively, how much help the examining physician, properly trained, can obtain from the use ot 
stethoscope. 


The use of this simple instrument should be revived. Even experts in diseases of the chest, 
including cardiologists. surgeons, gastroenteroogists, roentgenologists and other specialists. as well 
as general practitioners and students, should find this volume of great help. and perhaps, stimulate 
these readers to greater use of the simple castaway stethoscope! 


THE MODERN MANAGEMENT OF GASTRIC AND DUODENAL ULCER. Edited by 
F. Cronon Dellér, M.D. 227) pages, illustrated. Williams and Wilkins Company, 
Baltimore. Mad., 1948. Price $5.00. 


Here is a monograph edited by Deller whose choice of the five contributors makes it a worth- 
while edition to the library of the physician and the surgeon. 

There are sixteen chapters with adequate references and index. It is casily read as the text is 
clear and the illustrations are self-explanatory 

The diets differ slightly from those used in the United States. but on the whole. as long as the 
patient is able to digest the given meals, it makes little difference. Among the recommended foods 
the American physician will find names with which he is not familiar. Some of the edibles are 
Bengers, Plasmon. Marmite, ete. The use of oatmeal, soup, cornflour, cauliflower and rabbit. in 
the diet is not what the ulcer patient in this country can take. It is posstble that the stomachs of 
patients across the Atlantic have been trained differently from those of our patients. 

The author, his contributors and the publishers are to be congratulated upon bringing to. the 


medical profession an all embracing volume on ulcer. 


MODERN DRUG ENCYLOPEDIA AND ‘THERAPEUTIC INDEX. Marion BK. Howard, MLD. 

Fourth Edition, 1283 pages. Drug Publishing. Inc.. New York. 1949. Price $12.00 

Three previous editions of Modern Drug Eneyclopedia and ‘Vherapeutic Index have been we 
received by the medical and pharmaceutical profession 

The late Dr. Jacob Cruttman who Was well known to the reviewer conceived thie idea of 
gathering into one volume the many proprietary drugs, their composition. action. administration 
and other pertinent facts. and placg them at the disposal of the prescribing physician. This | 
been a boon not only to the doctor but also to the pharmacist who had a ready reference 

Phe young doctor who started his practice with the expectation of sticking to 
found himself at a loss when he found that his knowledge of combi 
the value of a given prescription. By having this volume at hand 


ions of various drugs enhanced 


hot only learned therapeutic 
but also preseription writing if he decided to combine individual drugs into a working formula 

The frequent revision of this type of book brings the material up to date and helps the physiciar 
to keep up with the times 


TEXTBOOK OF ANATOMY AND PHYSIOLOGY. Diana C. Kimber. Carolyn EB. Gray. Revised 
by Caroline Stackpole and Lunia C. Leavell. 12th Edition. pages. Vhe Macmillar 
Company. New York. 1948. Price 4.00 

‘Ins edition like the previous ones is a combined volume of anatomy and physiol for MuUrse 

I lit ke the 4 | f \ \ 
numerous illustrations, a glossary and a good index. “TI but do not 
e date of publications of the books mentioncd 


It has le references are 

The text is clear, comprehensive and sulhcient for the nurse’s needs. “The illustrations, some in 
color, are well done and detailed. 


CORNELL ‘CONFERENCES ON THERAPY. 
Maemi Company. L948. Price $3.50. 
Under the able leaders] poof Dro Gold. University Medic College and the New 

York Hospital, continue their weekly conferences on therapy 


participants ts a “Who's Who in’ Medicine” 


MILD. Volumic 


In this, as in the two previous volumes. the list of 


q 
} 
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‘The reviewer. who had the privilege of attending one of these conferences, was really impressed 
by the spontaneous and almost unprepared discussions which are enlightening and instructive. 

\lthough most general practitioners are busy. they should make it a habit to attend these con- 
rerences 

Out of 31 conferences this issue contal > well ‘d articles which in themselves are well 
worth the price of this book. 


in psychosomatic 


Bellergal® gives excellent results in relieving the functional disturb- 
ances of anxiety states, and in gastric and cardiovascular neuroses. 
For treatment of that part of the psychosomatic disorder which in- 
volves dysfunction of both the autonomic and central nervous systems, 
BELLERGAL contains the most effective combination of drugs. 
ONLY BELLERGAL PROVIDES ALL THREE 
1. Sympathetic inhibition with ergotamine tartrate. 
2. Parasympathetic inhibition with Bellafoline. 
3. Central sedation with phenobarbital. 


Bellergal 


SANDOZ 


SANDOZ PHARMACEUTICALS 


Originality Elegance * Perfection | Dinsion of Sandoz Chemical Works, Inc. 
NEW YORK 14,N. Y. CHICAGO 6, I! SAN FRANCISCO 8, CAL. 
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an LA. Formula is i Licated i in the safe and effec- ‘i 
tive prevention and treatment of chronic con- 
stipation. It supplies. bulk and lubrication to — 
the intestinal contents by absorbing water and © 
produces normal peristalsis. L.A. Formula is 4 
easy-to-take and pleasant-to-take and further- 

it's economical. Prescribe it in the next © 


more, 
case of chronic constipation. Send for a sam 


now, 
Contains Plantago Ovata Concentrate with 


ANUFACTURERS | OF 


BURTON, PARSONS & COMPANY 


7) ORIGINAL PLANTAGO OVATA c 
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Nonalysenteric amebiasis is a major problé; n in control of infection 
histolytica. This organism is harl 

_ inthe United States.* “Unfortunately, the n ty of | treating asymptomati 
uc is not enerally realized in spite of the fact that these patients may 


develop acute symptoms at any t 
and spread the infection. 


Diagnosis depenils on identification o 
‘mens Or its recovery from suspicious 


“(brand of chiniofon 


’ as well — destroying hoth cystic and trophozoite forms. Prompt and intensiv 
treatment hastens healing of intestinal lesions, 


"ANAYODIN is relatively non-toxic 
A course of ANAYODIN therapy 


ic amebiasis a 
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Then when each panel in a strip meets his approval, he makes a careful pencil rendering as cbove. 


| I'VE TOLD YOU A MILLION 
TIMES... WITH U.S. SAVINGS 
BONDS! 
Us 


HOW ARE WE GOING 


1 |JOIN THE PAYROLL SAVINGS 
TO SAVE MONEY ? PLAN © 


4 | AND WE'LL GET 64.22 
ei | FOR EVERY €3.2° IN JUST 
TEN YEARS! 


BLONDIE, 
LOOK ATA 
THESE 


After this, the pencil rendering is carefully inked in, as you see here. 


STEP BY STEP... 
that’s the way it’s done successfully! 


S YOU CAN SEE, Chic Young, who 

draws the popular “‘Blondie’’ comic 

strip, goes through many steps to arrive 
at a finished cartoon. 

And, cartoonist Chic Young, together 
with millions of other smart Americans, 
will tell you that the step-by-step 
method is the easiest, surest way of 
doing anything worth while. 

Particularly, saving money. 

One of the easiest and surest ways to 


set aside any worth while amount of 
money is to buy United States Savings 
Bonds the step-by-step method— 

So set aside a regular amount week 
after week, month after month, year 
after year. Then in 10 short years you 
will have a mighty nice nest egg tucked 
away. 

Get started now. Get your Bonds 
through Payroll Savings or at your bank 
or post office. 


AUTOMATIC SAVING IS SURE SAVING —U. S. SAVINGS BONDS 


Contributed by this magazine in co-operation with the 
y Magazine Publishers of America as a public service. 


o 1 This is how Chic Young, the cartoonist, makes a first rough sketch for the famous strip. ‘ 
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New -oral management revealed~™ 


e 
Duodenum desiccated and defatted by a special process (Viodenum), 
is being evaluated clinically in the treatment of ulcerative colitis and 
peptic ulcer, on the hypothesis that it may render the mucosa more 
resistant to chemical and mechanical injury and improve the mechanisms 
of repair... Preliminary observations indicate a thorough clinical trial 


with Viodenum in those patients refractory to other treatment. The 
medication should be viewed as supportive therapy to the usual treatment. 


V j Oo d e n U m Provided in powder or 10 grain tablets 


Raw* duodenum, desiccated and defatted at 37° C. 
*Rawness'' measured by: presence of enzymes identified 
with the raw tissue of the freshly killed animal 


Administration of Viodenum may result in— 
relief of symptoms 
diminishing bowel movements 
diminishing exacerbations 
normal stool consistency 
gain in weight 


*References: 


“Streicher, M. H. F., Grossman, M. |, and Ivy, A. C., Gastroenterology, 12, 371 (1949) 
*Raimondi, P. J., Goetzl, F. R., Permanente Foundation Medical Bulletin, 7, 1 (1949) 
Gill, A. M., Lancet, 2, 202 (1945); Proc. Roy. Soc. Med., 39, 517 (1946) 

Rivers, A. B., Am. J. Dig. Dis., 2, 189 (1935) 


VIOBIN LABORATORIES 


Literature available on request MONTICELLO, ILLINOIS, U. S. A. 
Kindly mention the Reviese when to Advertisers 
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Higher 
Choline Content 


Qutstanding 
Economy 


Kindly 


MENTION 


The extremely pleasant citrus flavor of Soluuon Choline 
Gluconate-C.S.C- overcomes one of the greatest ob- 
stacles tO prolonged choline therapy: This preparation 
is exceptionally well tolerated and 1s readily taken in 
the prescribed dosage ovet the prolonged periods usu- 
ally required in the treatment of chronic hepatic dis- 
orders. 


Containing 62.590 choline gluconate or the equivalent 
of 25% choline hase. Solution Choline Gluconate- 
rovides more choline than any other prepara 
e for clinical use- Adequate dosage May 
r urmost therapeutic value. This higher 
choline concentranion 1S made possible by the greater 
choline content of the choline gluconate molecule. 
In terms of choline equivalent, Solution Choline Glu- 
conate-C.S.C. offers outstanding value to your patients. 
This point 1s of utmost importance since the manage- 
ment of chronic hepatius, hepatic insutliciency > and 
cirrhosis of the liver usually involves treatment extend- 
ing over a period of several months. 
Soluuon Choline Gluconate-C 


16 02. bottles. Because of its economy, 


is available on pre- 
scripuion 
it 1s suggested that the original 16 oz. bottle be pre- 
scribed. 


A Division of CO 
17 East 4 
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ereisers 


In Chronic Hep atitis 
epatic iciency--- irrhosis | 
A Better Tasting 
Choline 

| 
i 

ine 
Choline uconate 
CSO | 
ind Street Wew York 17, New York 


New type 


better 
management 


peptic ulcer 


Carmethose gives prolonged 
control with no adverse effects 


Carmethose promptly lowers gastric 
acidity, and its protective tenacious coat- 
ing has been observed in the stomach 
for as long as three hours.! 


Adult dose is 2 to 4 tablets or tea- 
spoonfuls 4 times daily between meals. 


Carmethose Tablets: sod:wn carhoxymethyleellu- 
lose, 225mg. and magnesiumoxide,75me. Bottlesof 100 


Carmethose Liquid: 5% concentration of sodium 
car hoxymethyleellulose. Bottles of 12 oz 


PHARMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 


CARMETHOSE— Trade Mark 2/1504mM 


Kindly mention the Review when 


Advantages over adsorbent gels: 

1. Non-constipating — hydrophilie gel 
promotes normal elimination.'+® 

2. Reduction of acidity in two ways— 
prompt action by ion exchange 
is followed by classical buffering 
action. 

3. Palatable — small, easily swal- 
lowed tablets and_ pleasantly fla- 
vored liquid— preferred by patients.? 
Advantages over soluble alkalis: 

1. No acid rebound—effectively in- 
hibits acid-pepsin activity, with no 
secondary hypersecretion. 

2. Protective coating—mucin-like gel 
is rapidly formed and clings to ulcer 
crater and gastric mucosa. 

3. Non-systemic —cannot disturb 
acid-base balance because it is non- 
absorbable. 

1. Brick, I.B.: Amer. J. Dig. Dis.. Jn Press 2. Bralow, 


Spellberg & Necheles: Screnufic Exhibit 81112, A.M.A, 
Annual Session 1949 
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therapy of 
PEPTIC ULCER 


\ 


\ 
\ 


The gastric pH range which is safe for the peptic ulcer 
patient lies between 4 and 5. In this “safety zone” 
there is neither pepsin activity (which may cause con- 
tinued erosion or bleeding) nor stimulation of excess 
acid production. 
xe . Tricreamalate, a balanced blend of aluminum hydrox- 
ide gel with magnesium trisilicate reduces acidity 
within the stomach to pH 4 to 5. Absolute neutrality 
is not reached. Hence, there is no stimulus to “acid 
rebound” and no alkalosis. 


\ 


\ 
\ 


Through the formation of a protective coating and a 
mild astringent effect, nonabsorbable Tricreamalate 
is soothing to the irritated gastric mucosa, relieves 
gastric pain and heartburn, and aids in healing 
peptic ulceration as well as in preventing recurrence. 


Bottles of 12 fl. oz. Aluminum Hydroxide Gel with Magnesium Trisilicate 
TABLETS 
Tins of 12 


Bottles of 100 and 500 Dose: 1 or 2 teaspoonfuls or tablets every 2 to 4 hours. 


New YorK 13, N. Y. Winosor, Onr. 
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Foundation for hemoglobin regeneration .. . 
and Improved. Well-Being! 


HEMOSULES* 


‘WARNER’ 


HEMOSULES* ‘Warner’ contains the several 
hematopoietic factors of established importance 
in blood regeneration for obtaining optimal 
results in hypochromic anemias. 


HEMOSULES* ‘Warner’ are high-potency, 
vitamin-rich capsules which also contain liver 
concentrate and highly absorbable ferrous 
sulfate. 


Each HEMOSULES * capsule provides: 

Ferrous sulphate, Dried U.S.P. . 162.0 mg (?.5 grs) 
Liver concentrate (1:20) . 162.0 mg (2.5 grs) 
Thiamine hydrochloride (vitamin Bi) . . 1.0mg 
Riboflavin (vitamin Bz) . . . 1.0 mg 
Pyridoxine hydrochloride (vitamin Bs)**. 0.5 mg 
Calcium pantothenate**. . . . 0.5 mg 
Ascorbic acid (vitaminC) . . . 15.0 mg 


the preferred hematinic... 


HEMOSULES* are indicated in all secondary 
anemias due to or accompanying impaired ab- 
sorption or assimilation, nutritive inadequacy, 
increased requirements in obstetrical patients, 
gynecological and gastroenterological disorders, 
surgical operations, and infectious diseases. 


HEMOSULES* ‘Warner’—hematinic capsules— 


are available in bottles of 96, 250 and 1,000 at* 
all leading pharmacists. 


WILLIAM R. WARNER & CO., INC. 
New York St. Louis 


*Trade Mark 

* The need for pyridoxine hydrochloride, calcium pantothenate and 
folic acid in human nutrition has not been established. 

+The minimum daily requirement for niacinamide has not been 
established. 
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GEL “A” (ANTACID) 
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GEL (DEMULCENT) 


No 
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0 5 1 15 20 25 #30 35 40 
MINUTES 
The reaction rate of Amphojel and its component gels. 


antacid 


the double action of AMPHOJEL | 


Amphojel — Aluminum Hydroxide Gel, Alu- 
mina Gel Wyeth — is unique because it is 
a colloidal mixture of two essentially differ- 
ent types of alumina gel, one having an ant- 
acid effect... the other a demulcent action. 


The “antacid gel’ instantly stops gastric 
corrosion and establishes a mildly acid 
environment. 
The “demulcent gel” provides a prolonged 
local protective effect, and might be likened 
to a “mineral mucin.” 

: Thus, through its double action, Amphojel 

gives you an excellent preparation for use in 


the management of peptic ulcer. 


WYETH INCORPORATED, PHILADELPHIA 3, PA. 
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